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Papillary Carcinoma of the Kidney 


BY THOMAS C. STELLWAGEN, Jr., M.D. 


Associate Professor of Genito-urinary Surgery in the Jefferson Medical College of Philadelphia 


The rarity of these growths and their 
importance to the urologist I feel is ample 
reason for this report. 

There is much difference of opinion as 
to the cause of these neoplasms. It is 
generally accepted that the majority of 
them originate within the kidney pelvis, and 
are not metastases from the bladder, 
although some observers report cases that 
were apparently secondary to vesical 
papillomata. The inference that those 
observers drew was that dissemination to 
the kidney possibly occurred by way of the 
ureteral lymphatics, or that antiperistaltic 
waves of the ureters carried tumor cells 
to the kidney pelvis. Haessler entertained 
such a view in a case that he cited in a 
man seventy years of age. Stevens also 
reported a case in which he believed the 
growth was primary in the bladder. This 
patient was also a male seventy years of 
age. These reports are of interest, for I 
am convinced that practically all such 
tumors when present in the. kidney are 
primary there and secondary in the blad- 
der. It is difficult to see just how they 
could involve the kidney pelvis when 
primary in the bladder. Both these reports 
are some years back, and I feel that the 
views have changed since then. However, 
the renal pelvis and the ureters do harbor 
tumors that bear a close relationship to 
those found in the bladder. Ewing classi- 
fies them as papilloma, papillary epithe- 


lioma (epidermoid carcinoma), and alveolar 
carcinoma. Of the 54 tumors of the kid- 
ney pelvis collected by Albarran and Im- 
bert, 22 were benign papillomata, 16 epithe- 
liomata, and 16 carcinomata. 
Pathogenesis—The etiology of papillo- 
mata of the kidney is not well under- 
stood. There is considerable difference 
of opinion as to how they are produced. 
Albarran believes that they may be the 
result of implantation; but on the other 
hand we have all seen cases of these 
neoplasms where they were 
where 


large and 
the patient passed fronds and 
cellular elements in the urine, and yet 
the tumor remained solitary with no in- 
volvement of the ureter or bladder. The 
converse of this most of us have seen, and, 
therefore, Ewing is led to believe that there 
may be some factor in the mucous mem- 
brane itself that tends to favor their 
growth. It is possible that irritation of the 
epithelium of the renal pelvis or the col- 
lecting tubules within the Malpighian pyra- 
mids plays a definite rdle in their causation. 
With this view I am in accord. Coryell 
has extensively considered the probable 
causative relation between cancer of the 
kidney and stone as an exciting factor. To 
quote from his summary, in which he 
states in paragraph five: ‘Even if heredity 
plays the same role in human cancer as it 
seems to play in mouse cancer, chronic 
irritation in the kidney is still of very great 
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importance in that it determines the loca- 
tion of the neoplasm.” In paragraph 10 
he says: “After having seen the gradual 
changes from normal tissue to inflamma- 
tory, from inflammatory to hyperplastic, 
and from hyperplastic to neoplastic, it 
appears probable that the chronic irritation 
‘brought on by stones was the direct cause 
of the cancer,” and in paragraph 12 he 
states: “Of the total number of kidneys 
with cancer removed at the Mayo clinic, 
64+ per cent were associated with stones 
and 35+ per cent were without stones.” In 
McCown’s study of 47 reports of cases he 
found stone mentioned ten times, and in- 
fection three times. 

In 1823 Breschet and Ferrus took the 
ground that carcinoma was always preceded 
by some form of irritation; in many in- 
stances this inference has unquestionably 
‘been established as a fact. It is substan- 
tiated by the great number of cases of 
malignant disease that have sprung from 
chronically inflamed or irritated areas. 
‘There are many instances on record to 
prove this assertion. Thus we see certain 
trades habits and conditions that tend to 
induce malignant change in the epithelium 
that receives the stress of irritation. I do 


not feel that the views of Breschet and’ 


Ferrus need any further confirmation than 
was shown by their statistical study made 
in 1823. To-day the list is much larger, 
and really appals one when one considers 
the increase in malignant disease. There 
are others, however, who believe different- 
ly, notably Dr. Alexius McGlannan, who 
states that “no definite relation can be found 
between the development of the papillary 
tumors and the presence of stone in the 
kidney.” He states that leukoplakia of the 
pelvis may be caused by stone and that 
this may possibly be followed by a squa- 
mous-celled tumor. This statement is most 
conflicting to me, and I think will be to 
most of us. For is not the leukoplakia 
caused by irritation, and is it not a mani- 
festation of cellular change? In fact it is 
by many oral surgeons conceded to be a 
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forerunner of cancer of the mouth, a so- 
called precancerous condition. 

Dr. James Taft Pilcher accords in the 
belief of chronic irritation as a probable 
forerunner of malignant disease of the 
kidney. He draws the analogy between 
gastric ulcer and succeeding gastric carci- 
noma. He assumes that a similar condition 
associated with stone in the kidney may be 
a potent factor in the production of malig- 
nant disease. 

Drew cited eight cases of villous growth 
in the pelvis of the kidney, four of which 
had an associated stone. 

Morris says: “Calculus is an exciting 
cause of villous papilloma as well as car- 
cinoma and sarcoma.” He cites a series 
of cases to prove his assertion. They are 
all very convincing. Stoerk mentions that 
these growths are frequently associated with 
calculous incrustation, and the intervening 
mucosa is the seat of a chronic pyelitis. 
Some skins as we know are very liable 
to develop warts or moles, due probably to 
some condition as yet undefined; and so it 
is that some mucous membranes are also 
more susceptible, and given a sufficient de- 
gree of irritation, the overproduction of 
normal cells occurs, producing papillary 
overgrowths which are superseded by 
malignant transformation. 

Pathology.—The subject of renal tumors 
and their origin has provoked numerous 
controversies. At the present time the 
question is not well settled. The causes of 
some forms, however, are beginning to be 
fairly well established, notably the villous 
tumor. The Grawitzian hypothesis of the 
origin of hypernephromata and Stoerck’s 
objections to the same is but another of 
the many problems that are still unsolved. 

Papillary carcinoma of the kidney is gen- 
erally believed to grow from the renal 
pelvis or the epithelial lining of the collect- 
ing tubules in the Malpighian pyramids. 
Therefore, according to Wilson they have 
no particular embryological significance. 

The gross pathology of renal epithelio- 
mata and villous growths varies from small 











ORIGINAL ARTICLES 


solitary to multiple buds. In some cases 
they resemble the cauliflower growth and fill 
the entire pelvis, causing obstructive symp- 
toms followed by eventual suppression. 
There is a form of infiltrating carcinoma of 
the kidney in which the organ is not greatly 
deformed and which, according to Grauf- 
ner, Hildebrandt, and Milne, probably orig- 
inated as a papillary carcinoma of the pel- 
vis. It is such a type of tumor that we 
wish to report at the end of this article. 

These growths of the kidney pelvis have 
been variously named by different observ- 
ers, namely: papillary carcinoma, papillary 
adenoma, papillary epithelioma, squamous- 
celled epithelioma, etc. Since the kidney 
pelvis is derived from the Wolffian duct, 
and it from the epiblast, it seems a 
tenable inference that the carcinomata 
of the kidney originate from the pelvis or 
from the collecting tubules. Robin in 1855 
and Waldeyer in 1867 traced the origin of 
renal carcinomata to destruction of the 
mucosa and invasion of the underlying 
tunica propria and kidney structure. 

Lindsay, S. Milne and Murchison report 
instances where the entire kidney was in- 
volved. In Murchison’s case, reported in 
1870, the: patient died of uremia from clot 
obstructions in both kidneys, which were 
the seats of the. neoplasms. 

As a rule, I believe that these warty or 
villous growths arise from the pelvic mu- 
cosa, but from Wilson’s studies we see 
that one should consider also the collecting 
tubules as a source. 

By some writers the name “papillary 
adenoma” has been employed, because in 
instances there is apparently an attempt at 
glandular formation. This, however, Cop- 
lin and others believe, is merely due to a 
crowding of the fronds causing an appar- 
ent gland formation. In 1883 Weichsel- 
baum and Greenish termed the two forms 
of so-called adenomata as papillary and 
alveolar. 

Incidence —Papillomata of the kidney are 
apparently more common in the male than 
in the female, the ratio being about two to 
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one. It is most common between the fifth 
and sixth decades of life. It has been also 
met with in old age and youth. 

Diagnosis ——The diagnosis of papillary 
carcinoma or papillary disease of the kid- 
ney is seldom made with certainty. We are 
today far better equipped and, of course, 
the diagnosis is made much oftener than 
formerly. Cystoscopy and _ pyelography 
have added greatly to our ability to recog- 
nize these conditions; nevertheless errors 
are made even after the most diligent study. 
Hematuria is probably the most important 
symptom, and in all cases it should be care- 
fully studied as to the origin of the blood. 
In bleeding cases there should be a search- 
ing cystoscopic examination to determine 
from which side the blood comes, and of 
course to note the condition in the bladder 
and of the ureteral orifices. It is always 
well to make this examination during an 
efflux of blood, otherwise it may give no 
definite information. Catheterization of 
the ureters may be necessary, and the sep- 
arate urines studied for blood or other 
cellular elements that may help to enlighten 
the surgeon. In some cases ureteral cathe- 
terization causes sufficient trauma to par- 
tially invalidate the finding of blood in the 
urinary specimen. 

A pyelographic study may in some cases 
present distortions, irregularities, and filling 
defects in the pelvis which with other sub- 
stantiating data point toward pelvic growth. 
Here again, however, if the growth be 
small it may be indeterminable by any such 
means of location. The appearance of 
papilloma in the bladder is strong evidence 
of a growth higher up, especially when 
associated with renal hemorrhage, and more 
so when the vesicular growth involves a 
ureteral outlet. In some instances they can 
be seen projecting from a ureter. Differ- 
ential functional tests should be made, and 
these may show some defect in elimination 
upon the suspected side. Of some signifi- 


cance is the character of the hematuria, 
with reference to the periodicity, exercise, 
and particularly if extending over a long 
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period of time, and especially so when no 
stone can be located. In short, all those 
cases of so-called symptomless hematuria, 
where no definite evidence of malformation 
or stone or other intercurrent diseases can 
be proven, should always be suspected of 
papilloma. However, in the two last kid- 
neys removed, one by Dr. H. R. Loux and 
the other by Dr. Hearn and myself, there 
was pronounced hematuria, but no papil- 
loma was demonstrable. They both showed 
multiple hemorrhagic areas below the pelvic 
mucosa. Pilcher claims that three primary 
factors must always be considered in their 
relative frequency, hematuria, 
pain, and tumor. “Hematuria occurs in 
approximately 60 per cent of cases of tumor 
of the kidney, and holds good both for car- 
cinoma and for hypernephroma. It may 
occur as a symptomless hematuria, and 
exist either continuously or, what is more 
commonly the case, intermittently for 
months or even years.” 

Tuberculosis, hypernephroma, stone, in- 
fections, parasites, malaria and other dis- 
eases associated at times with hematuria 
can usually be eliminated by a careful study 
and process of exclusion. 

Hypernephromata or mesotheliomata of 
Grawitz may be difficult to differentiate. 
They are usually very much more rapid in 
growth, and appear at an earlier age. 
Cachexia is generally more pronounced 
and a tumor more readily outlined. Of 
course, these are only relative differences, 
but should all be most carefully considered 
in the summary of the diagnosis. 

The problem of differentiating between 
varicosities of the pelvic veins, abnormally 
situated vessels, supernumerary arteries, 
and other possible causes of symptomless 
hematuria, and papilloma of the kidney, 
becomes very uncertain, and a positive diag- 
nosis is generally a guess. 

We have seen that hematuria is the most 
constant and graphic symptom, and, there- 
fore, extra consideration may not be amiss. 
Mr. Henry Morris believes the passage of 
vermiform clots is more in favor of papil- 


namely : 
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loma than of stone. Delayed function in 
conjunction with the clots is an important 
diagnostic factor. 

There is present a dull aching pain in 
the loin, intermittent in character, and 
sometimes becoming colicky. The attacks 
of pain may precede, accompany or follow 
the passage of the clot, but usually they 
are noted at the time of its passage down 
the ureter. It is my belief that the hemor- 
rhage accompanying papilloma of the kid- 
ney pelvis is decidedly more in volume than 
that due to stone. The patient usually 
states that he has bled over a series of 
years. 

Weakness from secondary anemia, hemic 
murmurs, periods of a mild degree of sup- 
pression with toxemia are generally elicited. 

The patient is usually badly scared and 
frequently neurasthenic. 

Treatment.—Too much stress cannot be 
laid upon early recognition of the complaint 
and a careful and searching study made 
to determine the origin of the bleeding. In 
view of the opinions held by surgeons and 
pathologists of the transitory character of 
these tumors, it becomes essential, if we are 
to cure them, to do the nephrectomy early 
before the change to malignancy has oc- 
curred. I am not at all in favor of a watch- 
ful waiting policy in cases of symptomless 
hematuria. If the case cannot be posi- 
tively cleared as to diagnosis by means of 
the studies above suggested, then I advo- 
cate an exploratory incision and nephrot- 
omy, followed, if necessary, by a nephrec- 
tomy and ureterectomy. The ureterectomy 
should be as complete as possible. The 
ureter should be followed well down to 
the bladder wall, and in some instances its 
outlet removed along with a portion of the 
bladder wall. This is a very formidable 
operation and in some cases is better done 
in two stages. In the case report accom- 


panying this article it will be seen that we 
considered it better judgment to wait, for 
the element of operative time, loss of blood, 
and shock were too vital to permit the 
longer operation. 








1.—Drawing of sectioned kidney showing the infiltration and gross structural 


changes, particularly of the upper pole and pelvis. 
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There is unfortunately a too great tend- 
ency to tamper with these cases and await 
developments. The attempt to fulgurate a 
kidney papilloma through the ureter by 
means of a wire passed through a ureteral 
catheter we do not consider a practical 
method. Dr. Harpster, however, mentioned 
a case apparently cured by such a proce- 
dure, but the definite presence of a papil- 
loma was not established. 

I do not wish to mislead upon the ques- 
fion of treatment in cases of symptomless 
hematuria, and the foregoing remarks might 
at first seem ultra-radical. We have all 
seen patients who have had kidney bleeding, 
and we have all advised a watchful waiting 
policy. We have gone further and advised 
the use of different solutions injected into 
the kidney pelvis, and horse serum and 
other preparations used hypodermically. 
We have seen these cases apparently cured 
by such means, or at least followed by 
quiescent periods of years. It was and is 
unquestionably good judgment to refrain 
from surgical interference in such instances, 
and it will be my practice to adopt it again 
when the case warrants such advice. We 
have seen cases of hematuria not only con- 
trolled but to all intents and purposes cured 
by the pyelographic study. This was prob- 
ably brought about by the distention of the 
pelvis by the fluid injected for the study; 
and we know that these procedures should 
be tried for what they are worth. One sees 
cases in which the hemorrhages are ap- 
parently due to a uric acid or oxalate 
shower of crystals, and in them dietary 
regulation and the use of large quantities 
of distilled water often bring a cure. Just 
here it may not be amiss to speak of the 
use of distilled water in those cases of 
hematuria and in other cases of defective 
kidney function. I am an advocate of its 
use and am satisfied that it does more good 
than any of the trade waters on the market. 

There are, however, cases of bleeding 
that persist in spite of all forms of treat- 
ment, and the patient is losing health rap- 
idly from pure loss of blood. It is in these 
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cases that we recommend exploration. 
There is no sense in allowing a patient to 
lose blood until the hemoglobin becomes 
lowered to the danger mark. Just how 
long one should wait is a matter of surgical 
judgment. Personally, I would say that 
when the hemoglobin has persistently re- 
mained in the sixties the case should be 
explored, providing of course all other 
methods had been tried out and with no 
definite success. 

There are some cases of intranephritic or 
so-called interstitial disease in the kidney 
structure, due to certain pathological con- 
ditions and definite malignant changes that 
simply cannot be diagnosed previous to 
operation, and in them of course the ex- 
ploration becomes paramount. I have re- 
moved what were apparently normal kid- 
neys, and have felt that a useful organ 
was probably sacrificed, but after the 
pathologists had made their report I was 
relieved from any misgivings for having 
done the nephrectomy. I have also seen 
histologically normal kidneys removed 
because of hemorrhage by surgeons of 
wide experience and keen judgment, and 
I am satisfied that their position was sound 
in every sense. 


CASE REPORT. 


The patient, a white married male, aged 
fifty-nine years, a physician, was admitted 
to the Jefferson Hospital on August 30, 
1921. 

Chief complaint, persistent hematuria. 

Family history: There is nothing of par- 
ticular importance in regard to his parents. 
One sister and one brother died of acute 
rheumatic fever. One sister is living and 
suffering with carcinoma of the cervix. 

Personal history: Patient had scarlet 
fever as a boy, followed by acute nephritis. 
Has had no measles. Had an attack of 
rheumatic fever at the age of twelve, and 
had numerous rheumatic attacks since then. 
Had typhoid fever at the age of thirty-five, 
and acute nephritis at fifty-one, preceded 
by an attack of jaundice. Claims to have 
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been “gouty” all through life and to have 
been troubled by “biliousness” and consti- 
pation. 

Present illness: Four years ago, i.e., in 
1917, patient was suddenly seized by ex- 
cruciating pain that radiated to the scrotum 
a few times, being most severe in the left 
lumbar region. This attack was followed 
by hematuria, lasting three days. There 
was no increased frequency of urination. 

Two years ago the patient had a second 
attack of hematuria unaccompanied by 
pain. 

One year ago he had a similar attack of 
hematuria, lasting three days, and unac- 
companied by pain. 

In April, 1921, hematuria, unaccompanied 
by pain, began to recur at varying intervals. 
Recently clots have been passed, accom- 
panied by pain at times. Micturition has 
never been more frequent than every two 
or three hours, and once or twice during 
the night. There was no abnormality in 
the stream, and no difficulty of urination 
was experienced. 

There were no respiratory symptoms. 
Claims valvular disease. No dyspnea, cya- 
nosis, or palpitation. Claims to have never 
had edema of the legs, except during child- 
hood, when he had the attack of scarlet 
fever. 

Physical examination: The head and 
neck are negative, except for visible arterial 
pulsation in the neck. The lungs are clear, 
except for the bases, which were not exam- 
ined. The heart is slightly enlarged to the 
right and to the left. A mitral systolic 
murmur is heard, and one is also heard in 
the aortic area, the latter being transmitted 
into the carotids. The abdomen shows 
slight rigidity in the left lumbar region; 
otherwise it is negative. The extremities 
are negative. The rectal examination dis- 
closes a hard and readily felt prostate, 
which is not greatly enlarged. 

Laboratory data: The cystoscopic exam- 
ination showed the mucosa of the bladder 
to be pale, and the left ureteral orifice to be 
occluded by a clot. 
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The urine was straw, amber, or wine- 
colored ; the specific gravity ranged between 
1008 and 1024; the reaction was sometimes 
alkaline and sometimes acid; albumin was 
present as heavy clouds, and gradually 
diminished to very faint traces; sugar was 
absent; pus was present in variable 
amounts ; blood was constantly present until 
four days after the nephrectomy, and was 
absent thereafter ; hyaline or granular casts 
were observed at times. 

The blood examination: The hemoglobin 
was 25 per cent on Septmber 1. It rose 
practically constantly, and on October 25 it 
was 54 per cent. On the day of the opera- 
tion it was 42 per cent. The red blood cells 
were 1,490,000 on August 30, and increased 

















Fic. 2.—Photograph of specimen same as Fig. 1. 


to 3,300,000 on October 25. The white 
blood cells were 13,400 on August 31, and 
came down to 9400 on October 25. The 
color index ranged between 0.7 and 0.9 
plus. 

The «x-ray examination disclosed no evi- 
dence of stone in the urinary tract, and 
showed the left kidney to be slightly en- 
larged. 

On the 4th of October, 860 cc of blood 
was transfused into the patient by the 
direct Unger method, and on the 6th of 
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October, immediately after the nephrec- the kidney substance. In places the pelvis 


tomy, 540 cc of blood was transfused. can be recognized; the growth is papillary 
The stitches were removed on the 16th, and the cells are flat. 
and drainage was discontinued on the 24th Diagnosis : Carcinoma of the kidney aris- 


of October. The patient was discharged in ing from papillary growth from the pelvis. 

an improved condition on the Ist of No- 

vember, 1921. : 
Pathologist’s Report—Specimen consists 





of a dark bluish-red mass measuring 
10x 6.5x 4.5 cms.; weight 135 gms. Cap- 
sule strips with slight d.fficulty and the sur- 








Fic. 4.—Microphotograph showing papillary nature of the 
growth. Sections removed from kidney shown in Fig. 1. 
Low power. 

















Fic. 3.—Photograph of kidney presenting a benign 
papilloma of pelvis. 


face is nodular. Section reveals a large 
nodular tumor with necrotic areas and 
small cavities containing a blood clot at one 
pole. The cortex at this extremity is ap- 
parently infiltrated with the tumor cells, 
and only in a small portion of the kidney 
at the opposite pole is there anything re- 
sembling normal kidney. 

Histology: Sections from growth in kid- 
ney are composed of masses of large flat- 
tened epithelial cells diffusely infiltrating 








Fic. 5.—Microphotograph; higher magnification of section 
from kidney shown in Fig. 1. 
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Thanks are hereby expressed to Dr. H. 
W. Jones, who has performed the success- 
ful blood transfusions: 
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Aspirin Addiction—Report of a Case Using 1500 
Grains Weekly 


BY J. ALLEN JACKSON, M.D. 
AND 
HORACE VICTOR PIKE, M.D. 


Medical Superintendent and Clinical and Community Director, respectively, State Hospital 
: for the Insane, Danville, Pa. 


In these days when aspirin has become 
a household remedy, can be purchased in 
any quantity at department and grocery 
stores, and is used by the laity to control 
headaches, myalgias, and neuralgias; to 
abort colds ; and, in fact, to abort most any- 
thing to which man is subject, the question 
of the possibility of habit formation and 
the effects of long-continued and large 
dosage of the drug is perhaps worthy of 
some consideration, and the following case 
of prolonged use and massive dosage is re- 
ported as at least of interest along these 
lines. 

The patient first came under observation 
at one of the mental health clinics conducted 
by the Danville State Hospital for the In- 
sane, where he was referred for mental 
examination. The history obtained at that 
time and the subsequent developments in 
the case are as follows: 

Heredity, negative. Patient, male adult, 
twenty-one years of age, single, cook by 
occupation, and of average intelligence. 
Habits had been temperate, no history of 
venereal disease, and physical health had 
been good until 1918, when he suffered 
from influenza. This was followed in 1919 


with lobar pneumonia, and this in turn with 
typhoid fever in 1920. A few months sub- 
sequent to his typhoid infection a double 
cervical adenitis developed with later sup- 
puration and abscess formation. In Octo- 
ber, 1921, surgical measures were instituted ; 
glands on both sides were excised, and 
these showed presence of tubercle bacilli. 
X-ray treatment was employed for several 
months. The condition, however, did not 
improve, the neck continued swollen, and 
patient complained of increasing pain. He 
began the use of aspirin, and beginning 
with from 15 to 20 grains daily, gradually 
increased the dosage until when seen at 
the clinic five months after operation he 
was taking 305 grains of the tablets a week, 
and this amount he stated failed to give 
relief. His physical condition was deplor- 
able, but marked emotional irritability when 
attempts had been made to withdraw the 
drug precluded his treatment in a general 
hospital or State tuberculosis sanitarium, 
and he was accordingly committed by order 
of court to the State Hospital for the In- 
sane at Danville, Pa. 

On admission to the hospital he was ex- 
tremely weak, heart sounds feeble, pulse 
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irregular, dyspnea marked; bases of both 
lungs showed passive congestion, and epis- 
taxis and hemoptysis were present. Ton- 
sils were hypertrophied, teeth carious, hear- 
ing impaired in both ears, and patient 
complained of tinnitus aurium. Laboratory 
findings showed urine negative; sputum 
negative for tubercle bacilli; blood Wasser- 
mann negative; red blood cells 3,250,000, 
white blood cells 18,000; hemoglobin 60 
per cent. Differential count—polymor- 
phonuclear 75 per cent, small lymphocytes 5 
per cent, large lymphocytes 10 per cent, 
transitionals 10 per cent, large number of 
platelets. X-ray of chest showed no tuber- 
culous involvement. 

Within forty-eight hours after admission 
patient’s condition became critical ; tempera- 
ture rose to 103°, showed a septic curve, 
and signs of hypostatic congestion of the 
lungs hecame marked. The tissues of the 
neck, from the mastoid to clavicle on each 
side, were swollen and intensely firm, but 
patient's general condition precluded fur- 
ther operative procedure. 
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Aspirin was immediately withdrawn, gen- 
eral supportive treatment begun, and the 
pain was controlled during the first two 
weeks by morphine sulphate gr. 1/6 once 
or twice in twenty-four hours. Gradually 
patient improved, but the residuals of his 
aspirin addiction still remain. Hearing is 
impaired in both ears, the tick of a watch 
can only be heard on direct contact, and 
patient still craves aspirin. 


CONCLUSIONS. 


This case would seem to show: 

1. Aspirin under the direction of a phy- 
sician may be used when indicated in fairly 
large doses, without fear of cardiac de- 
pression. 

2. The indiscriminate use of aspirin by 
the laity presents a possibility of habit for- 
mation, 

3. Tolerance to the drug may be quickly 
established and its withdrawal accompanied 
by the same psychic manifestations, though 
to a less degree, as are seen in the discon- 
tinuance of narcotic drugs. 





Postoperative Complications and Their 
Treatment’ 


BY THOMAS A. SHALLOW, M.D. 
Demonstrator of Clinical Surgery, Jefferson Medical College, Philadelphia, Pa. 


The purpose of this article is to set forth 
the complications that arise in emergency 
surgery in the type of case in which pre- 
liminary laboratory studies and preliminary 
treatment before operation cannot be under- 
taken because it is inadvisable to wait. 

We all know that a great many compli- 
cations can be avoided if due care is taken 
and proper preparation of the patient made. 
In spite of some views to the contrary 
(Alvarez in Surgery, Gynecology and Ob- 
stetrics, June, 1918) most surgeons are 
agreed that the intestinal tract should be 
emptied twenty-four hours before the 


-_-— 


‘Read before the Atlantic County Medical Society, 
Atlantic City, N. J., Feb. 24, 1922. 


operation, and an enema be administered 
the morning of the operation. The urine 
should be examined, blood-pressure ob- 
served, chest condition noted to determine 
anesthesia indicated. Tuberculosis, hemo- 
philia, jaundice, diabetes, as well as the 
lymphatic type, predispose to dangerous 
complications, but the emergency surgeon 
must weigh the risk with the existing con- 
dition, make his decision, choose the proper 
anesthetic, and combat the complications. 


COMPLICATIONS ARISING IN THE GASTRO- 
INTESTINAL TRACT. 


These are vomiting, which ranges in se- 
riousness from the occasional vomiting of 
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ether toxemia to the persistent vomiting of 
acidosis, dilatation of the stomach, periton- 
itis, and intestinal obstruction. 

After the first twelve hours, ether in- 
toxication as a causative factor usually can 
be eliminated; consequently during these 
hours nothing is given by mouth—after 
which, if the patient be not vomiting, water 
may be given in small quantities. If vomit- 
ing be present and persistent, the urine 
should be examined for acetone, but this is 
often not necessary, as the heavy, sweet 
odor can be detected on the breath. This 
condition is combated by a solution of 
2-per-cent bicarbonate of soda and 5-per- 
cent glucose by bowel (continuous rectal 
drip). 

Vomiting resulting from other than these 
conditions assumes a serious aspect. If due 
to a dilated stomach, recognized by epi- 
gastric distention, rapid running pulse, and 
vomiting, the patient should have the 
stomach washed with warm bicarbonate 
solution every four hours, counter-irritation 
with the flying cautery, and % cc pituitrin 
hypodermically. By turning the patient on 
the abdomen relief is often afforded. This 
method should not supplant the use of the 
stomach tube, but should be used in con- 
junction therewith. Vomiting associated 
with peritonitis and intestinal obstruction 
calls, of course, for active treatment in this 
area as well as frequent gastric lavage. 

Complications affecting the intestinal 
tract, associated with abdominal distention 
and pain, vary from asthenia of the mus- 
culature of the intestines (pseudo-ileus) to 
paralytic ileus. The tympanites, associated 
with pain and muscular asthenia, is re- 
lieved by enemas and hypodermic injection 
of atropine sulphate gr. 1/100, strychnine 
sulphate gr. 1/30, and the rectal tube. The 
more severe types, however, are associated 
with peritonitis and intestinal adhesions. 
In the former it is a question of continuous 
absorption of toxins from the infected 
peritoneum, and in the latter we are deal- 
ing with mechanical obstruction. In the 
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latter two conditions we cannot hope for 
such prompt relief, and the result depends 
upon the proper drainage of the infected 
area. 

How many of us have witnessed a case 
of abdominal distention with the following 
history? The distention is relieved tem- 
porarily by hypodermic injections of atro- 
pine and strychnine and enemata, but it 
recurs again and again, until the drainage 
tubes have begun to drain pus, or, in other 
words, until the peritonitis has localized 
itself. If such a case be on the high road 
to recovery, the symptoms then entirely 
disappear. On the other hand, if this case 
of abdominal distention is an unfavorable 
one, the enemata become less effective, 
atropine, strychnine, or eserine and strych- 
nine afford no relief, the temperature rises, 
the pulse-rate increases in rapidity, the 
expression becomes more alert and anxious. 
The patient’s strength fails rapidly and his 
hands and forearms become cold and clam- 
my. In the latter, or unfavorable case, we 
are dealing with absorption that is greater 
than elimination and have a condition of 
paralytic distention and a fatal termination. 

In order to hasten elimination from the 
peritoneum, the continuous Murphy drip 
of normal saline solution is given, 25 to 40 
drops a minute. The patient is placed in 
the Fowler position, the stomach is washed 
at intervals, and after a washing two ounces 
of a saturated solution of magnesium sul- 
phate is passed through the stomach tube. 
The cardiovascular system is maintained 
with digitalis, the musculature of the in- 
testines stimulated with % cc of pituitrin, 
alternating with atropine sulphate gr. 
1/100, or a combination of eserine salicylate 
gr. 1/80 and strychnine sulphate gr. 1/40, 
every hour for four doses. Purgative 
enemas are also given in the form of milk 
of asafetida 6 ounces, Hoffman’s anodyne 
2 drachms, fel bovis 10 grains. If the 


Murphy drip is not well borne and stimu- 
lates peristalsis, normal saline solution is 
used by hypodermoclysis. 
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COMPLICATIONS ARISING IN THE URINARY 
TRACT. 


It is a well-known fact that secretion 
from the kidneys is appreciably diminished 
following anesthesia. This condition must 
not be confused with the failure of the kid- 
neys as the result of associated kidney 
complication. The former condition is 
combated by routine enteroclysis for the 
first twenty-four hours to supply fluid dur- 
ing a period when water is given only in 
small quantity, if at all, by mouth. In the 
latter, besides the diminution of secretion 
and presence of albumin and casts in the 
urine, we have other evidence of toxicity ; 
the patient is dull and listless,- with mus- 
cular relaxation, the tongue is dry and 
parched, and he complains of dryness in 
the throat; the blood-pressure is higher 
than normal. This is in contrast to the 
alert, anxious expression of peritonitis. 
Too much confidence should not be placed 
in the absence of albumin and casts in the 
urine; we all know that in the chronic in- 
terstitial type of nephritis albumin and casts 
may be absent. It is, therefore, essential 
that the output of urine be accurately meas- 
ured following operation. If the patient 
does not void after twelve hours the cath- 
eter should be passed every eight hours 
subsequently: the twenty-four-hour speci- 
men measured, the percentage of urea and 
the specific gravity estimated, in order to 
determine the efficiency of the kidneys. 

In the suppression or partial suppression 
of the kidneys, associated with high ten- 
sion, 1/100 grain of nitroglycerin should 
be given to relieve the spasm of the arteri- 
oles in the kidneys, heat should be applied 
over the kidney region, and diuretic drugs 
administered, such as caffeine and am- 
monium acetate. If the diminution be asso- 
ciated with low pressure and a failing heart, 
infusion of digitalis and other cardiac 
stimulants should be administered either by 
mouth or by hypodermic injection, as the 
condition of the patient may warrant. 

In total suppression, following abdominal 
surgery, it is well to think of some mechan- 
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ical obstruction to the ureters, especially 
in gynecologic surgery. 


COMPLICATIONS INVOLVING THE RESPIRA- 
TORY SYSTEM. 


These may be divided into acute pulmo- 
nary edema, ether pneumonia, septic pneu- 
monia, pulmonary infarction, and pul- 
monary embolus. 

Acute pulmonary edema may come on 
before the patient is entirely out of the 
anesthetic, or be delayed for several hours 
following the operation. It is caused by 
a failure of the right heart and should be 
combated by atropine sulphate gr. 1/100, 
repeated when necessary, and by hypoder- 
mic injection of digitalis. In severe cases 
it is often necessary to bleed the individual. 
If unsuccessfully treated the patient dies 
within a number of hours. 

Ether pneumonia manifests itself a few 
hours after the operation by a rise in tem- 
perature and cough. Examination discloses 
patches of induration scattered through the 
bases of both lungs, and crepitant rales. 
This is not a real bronchopneumonia in 
that it usually terminates favorably in two 
or three days. The patient is placed in a 
croup tent with a benzoin inhaler and 
treated by the expectorant symptomatic 
method. 

Septic pneumonia differs from the pre- ~ 
ceding ether pneumonia in that the areas 
of induration described in the former go 
on to complete consolidation. The patient’s 
temperature assumes the septic type. A 
foul expectoration is present, the areas of 
consolidation spread until practically both 
bases are involved. The respiration is in- 
creased, the pulse-rate rises, and this type 
assumes a serious medical phase, associated 
with the existing surgical one, and usually 
terminates fatally. This type of pneumonia 
is not necessarily associated with a septic 
peritonitis or a septic process. We have 


seen it follow an operation for incisional 
hernia and a gastroenterostomy. We be- 
lieve this complication can in a large 
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measure be abolished by the proper prep- 
aration of the patient, where possible, the 
prevention of exposure on the table, while 
in transit to and from the operating room; 
the necessary instructions to all anesthetists 
about the position of the head if the patient 
vomits while being etherized and about 
keeping the pharynx and air-passage free 
from mucus during anesthesia, and the 
timely stimulation of the patient during the 
operation. 

Pulmonary infarction may complicate 
any operation in the abdomen, but it is 
rare. When present it is diagnosed by 
sudden onset, chill, fever, and bloody ex- 
pectoration. The local chest signs are 
present. 

Pulmonary embolus, a more common and 
serious complication, may manifest itself 
on the first day after operation or not for 
two weeks. Certain surgical conditions 
predispose to this complication, such as 
septic appendicitis, especially when the 
omentum is gangrenous, and operations on 
the stomach, such as gastroenterostomy. 
We have seen it follow linear incisions of 
the scrotum made for edema. There is no 
doubt that a great many cases of emboli 
are not recognized, and, terminating favor- 
ably, are classed as ether pneumonia, but 
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when a large branch of the pulmonary 
artery is occluded the patient becomes 
cyanotic, which gradually increases in in- 
tensity as the hours go on. As a matter 
of fact, the cyanosis is the symptom which 
makes the diagnosis. The duration and 
termination depend upon the size of the 
branch occluded and whether or not the 
obstructing substance is septic. 

In addition to the complications asso- 
ciated with acute pulmonary edema, pul- 
monary embolus, pulmonary infarction, and 
cerebro-embolus, we may encounter mesen- 
teric thrombosis. This latter condition is 
recognized by acute violent pain in the 
abdomen and: bloody stools, is associated 
with shock, and followed by a fatal ter- 
mination. 

Postoperative psychiatric complications 
are rare but do occur. We have seen a case 
of acute mania develop in a patient fol- 
lowing an emergency abdominal operation 
during the menstrual cycle. Postoperative 
neuroses are not uncommon and occur most 
frequently after head injuries in the form 
of hysteria, but postoperative neurasthenia 
must not be lost sight of in abdominal 
surgery in individuals with a neurotic con- 
stitution. 





A Method for the Removal of a Large 
Uterine Polyp_ - 


BY WILLIAM NEILL, Jr., M.D. 
Associate Surgeon, The Howard A. Kelly Hospital, Baltimore, Md. 


The removal of a uterine polyp is one 
of the most important of the lesser gyne- 
cological operations. What seems to be, 
and often is, a simple affair has not infre- 
quently been attended with risk even to 
life. The dangers are hemorrhage from a 
pedicle improperly controlled, and in the 
occasional case, the involvement of a con- 
siderable portion of the uterine wall in the 
pedicle. This latter relation has in a cele- 
brated historical case even included the 


peritoneal surface of the uterus, so that 
when the pedicle was cut through the peri- 
toneum was opened. For this reason I 
report the following case, recommending a 
procedure like that advocated by Dr. How- 
ard A. Kelly in the THERAPEUTIC GAZETTE 
for November, 1921. 

Miss G., age forty-four. Hist. No. 9480. 
Came in on May 8, 1922, complaining of 
excessive and prolonged bleeding from the 
vagina; prior to this complaint her general 




















health had been excellent. She had had no 
operations and had always led an active 
life up to the time of her present illness. 
Her periods began at the age of twelve 
years and were always regular and normal. 
In December, 1920, however, she had a 
severe hemorrhage at the time of her regu- 
lar period; then followed three months of 
normal periods. In April, 1921, there was 
another attack of severe periodic bleeding 
lasting for six days; then normal period 





The tumor bisected and the pedicle exposed. Removal 
follows. ‘‘P’”? shows the peritoneum becoming inverted 
into the pedicle, as often occurs in a number of cases. 


until November, 1921. Since then there 
has been an increase in the bleeding each 
month lasting from six to ten days, and a 
constant bloody discharge of a slight 
amount each day. The bleeding at no time 
ceased entirely, and the past two months 
has been incessant and severe. At no time 
had any local physical examination been 
made. There has been no pain, and no loss 
of weight. For the past two months she 
has been unable to attend to her housework 
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on account of weakness and shortness of 
breath. 

She is strikingly waxy pale, but in good 
flesh. The blood picture is as follows: 
W. B. C. 13,300, R. B. C. 2,856,000, Hbg. 
25 per cent. The differential count shows 
an increase of the P. M. N. to 83 per cent, 
but otherwise negative. The Wassermann 
is negative. Pelvic examination under 
anesthesia discloses an unruptured hymen 
and the external genitalia normal. The 
vaginal cavity is completely filled by a 
globular solid tumor, from pelvic floor to 
vaginal vault, like a smooth potato, with 
a small uterine body setting on top of it; 
the lateral structures are normal. The 
tumor itself is visible at the orifice. 

At the operation the tumor so completely 
filled the vagina that it was in no way 
possible to expose it, or the cervix, so as to 
view the pedicle accurately. The removal 
was effected by the plan of bisection, to 
which I call attention. It was too flat and 
smooth to grasp with the Museau forceps, 
so I boldly cut a deep gash in it, and then 
caught each lip of the cut on the right and 
on the left of the midline and pulled it a 
little way open, and then dividing it ver- 
tically from before backward through the 
middle, I cut the fibrous nodule exactly in 
two, and stopped right there. This readily 
gave good exposure of the pedicle spring- 
ing from the posterior wall of the cervix 
at the level of the internal os. As it was 
too large to take the individual halves out, 
I cut large slices off on each side, reducing 
it, when it escaped readily. The cervical 
canal was found to be dilated sufficiently 
to admit two fingers. The pedicle was 
surprisingly short for such a large tumor. 
While exerting moderate traction on each 
lobe to expose the pedicle for transfixion, 
it parted under vision from its attachment 
to the cervix, leaving a small area readily 
controlled with one stitch. The pathologi- 
cal picture was that of a benign cervical 
myoma. 

I call particular attention to the bisec- 
tion, which eliminates the element of risk, 
and makes the removal of the tumor easy. 

1418 Evtaw Prace. 





Further Notes on Modern Therapeutics 


BY CHARLES GREENE CUMSTON, M.D. 


Lecturer at the University of Geneva, Switzerland 


The Treatment of High Blood-pressure. 
—In practice there is nothing easier than 
to make an offhand diagnosis of high 
arterial tension in a plethoric or sclerous 
subject who is in the neighborhood of 
fifty years of age. Quite different, how- 
ever, is it to make a good prognosis and 
to order a rational treatment. 

First of all, the physician must’ ascer- 
tain if he is dealing with functional high 
blood-pressure, the heart, kidneys and 
blood-vessels being normal. Or there may 
be simple plethora, the blood mass being 
increased with or without an angiospas- 
modic state dependent upon a vasocon- 
stricting spasm. Then there is the high 
blood-pressure symptomatic of renal, aortic 
or cardiac sclerosis or atheroma. 

In taking the arterial pressure the maxi- 
mum tension should first be measured 
as it gives the effort made by the left 
ventricle. The minimum tension should 
invariably be taken as well, as it measures 
the resistance of the peripheral vessels to 
the passage of the blood through them. 

Potain’s or Sahli’s sphygmomanometers, 
or the Tycos, when properly handled, give 
good results. The only reliable instru- 
ments on the market to-day in Europe, 
possessing any scientific value whatsoever, 
are Pachon’s oscillometer and Vaquez’s 
sphygmo, both of which give the maxi- 
mum and minimum pressure, and one of 
these should be in the possession of every 
practicing physician. Vaquez’s  instru- 
ment is very convenient because on account 
of its small bulk it can be conveniently car- 
ried about. 

It is most essential to ascertain if a 
patient with high blood-pressure has renal 
insufficiency, hence the urine should be 
examined for albumin, but still more im- 
portant is it to take a sample of blood in 
order to make an estimate of the nitro- 
genous content. 

Nitrogenous retention exists when the 
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urea in the blood exceeds fifty centi- 
grammes per 1000 cc. Should this be the 
case the amount of urea should be esti- 
mated every one or two months during 
treatment. Three grammes of urea per 
1000 cc of blood signifies death within a 
few weeks or months. 

It is also well, when possible, to calcu- 
late the viscosity of the blood with the 
Hess viscosimeter, the normal coefficient 
with this instrument being 4. 

The very simple test of induced diuresis 
should be carried out. The kidneys are 
normal if within two hours they excrete a 
quantity of urine equal to or more than 
the amount of water ingested. This test 
must invariably be made in the morning 
before breakfast. Study the coefficient 
urinary excretion. 

The Differential Pressure.—Lastly, one 
should ascertain if the differential pressure 
and viscosity of the blood increase par- 
allelly, in which case it is normal. If the 
viscosity decreases there is hydremia. 

The examination will be incomplete if 
hypertrophy of the heart is not looked for, 
with an increased precardiac shock, a heav- 
ing of the subclavian, a diastolic ring over 
the aorta, or even a bruit de galop or 
arrhythmia. 

The pulmonary bases must be submitted 
to auscultation in order to ascertain if there 
is either congestion or edema, and also 
whether or not the liver is enlarged. These 
preliminary remarks are unavoidable if one 
is to grasp the logical treatment to be 
applied. 

Now, this is the way high blood-pressure 
undergoes its evolution. To the mild renal 
insufficiency and as yet slight peripheral 
vasoconstriction, the heart reacts by extra 
effort, hence hypertrophy of that organ. 
This is the first phase, and the indications 
are to leave the heart alone and to direct 
treatment to the kidneys. 

Next comes the second phase. The renal 
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filter progressively closes down, and in con- 
sequence of this the heart flags so that 
the systolic and diastolic pressures rise. 
Hyposystolia is imminent. The indications 
are to exhibit mild cardiac tonics and stim- 
ulants to bring up the systolic pressure. 

Cases of mildly high blood-pressure are 
met with in pseudo-neurasthenics of about 
fifty years of age. These subjects are 
intoxicated, uremic, slightly glycosuric or 
plethoric, or women with a marked post- 
menopause syndrome. 

Direct the treatment to the kidneys in 
order to diminish the toxemia and to ac- 
celerate the elimination of the excremen- 
tal products by a milk diet, vegetable 
broths, macaroni, and like products, as 
well as fruit and preserves. Very little 
meat and salt should be allowed. Tobacco 
and alcohol are better left alone. 


Keep 
the bowels open. 


The patient should walk, 
but avoid vigorous exercise. Dry frictions 
should be practiced. 

Diuretics are to be exhibited, alternat- 
ing during three months as follows: The 
first ten days of the first month, a tepid 
infusion of triticum, to which a dessert- 
spoonful of syrup of stigmata maydis is 
added, is taken at bedtime. During the 
first ten days of the second month a cachet 
of fifty centigrammes of therobromine is 
given at breakfast and at the evening meal, 
unless there is insomnia. During the first 
ten days of the third month a large glass 
of Vittel (Grande Source), Contrexeville 
or Evian water is to be taken in the morn- 
ing before rising and another on going to 
bed. 

When there is hyperviscosity of the 
blood, the patient should be made to drink 
much—about 2500 cc per day. When, on 
the contrary, there is hypoviscosity—a con- 
dition strictly belonging to arteriosclerosis 
—the intake of fluids should be very mod- 
erate. 

To the above treatment add a laxative 
to be taken on the first and fifteenth day 
of each month, such as sodium sulphate 30 
grammes. 


If the patient lives in town, certain ad- 
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juvants should be tried. The high-fre- 
quency current gives a temporary lower- 
ing of the systolic and is useful in neuro- 
pathic individuals; or electric light baths 
for ten to twenty minutes every second day 
are useful. But the pulse and diuresis 
must be watched. Abdominal massage by 
a skilled masseur is also to be recom- 
mended. 

Just one more bit of advice, and that is 
to be prudent in the use of the iodides 
which are generally given to these patients. 
They should be given in small doses to 
syphilitics with high blood-pressure and to 
plethoric subjects whose blood is very 
viscous. They should never be given in 
the high blood-pressure of arteriosclerotic 
subjects with viscosity, nor to those with 
chronic edema of the pulmonary bases or 
to individuals threatened by edema of the 
glottis, cerebral hemorrhage, or uremia. 
One month of diet is often enough to bring 
down the pressure when it is moderate. 

There is also a drug to which I would 
call attention as it is largely prescribed in 
France and Switzerland, but it is, I believe, 
not known in the United States or Eng- 
land. I refer to viscum album. It is a 
hypotensor of value as well as a diuretic, 
and is unquestionably useful in high blood- 
pressure. The powdered leaves are given 
in the dose of 1 to 1.5 grammes a day in 
cachets, or the watery extract in the dose 
of 10 to 25 centigrammes a day may be 
exhibited in pill form or potion. 

Guipsine is an excellent preparation 
containing the alkaloid viscalbine and two 
saponins constituting the active principles 
of mistletoe. It is put up in pill form, each 
pill containing 5 centigrammes of the active 
principles. According to the indications 
presented by the patient, 3 to 10 of these 
pills are ordered to be taken during the 
first two weeks of each month, and to so 
continue indefinitely. 

To conclude: Always remember that 


every patient with high blood-pressure is 
intoxicated, and secondly, that these pa- 
tients are either plethorics or candidates 
for ultimate sclerous changes, 


or else 
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they present confirmed renal or arterio- 
sclerotic changes. 

The blood-pressure is high, giving rise 
to headache or neckache, effort and noc- 
turnal dyspnea, edema, tachycardia, inter- 
mittent claudication, vertigo, transitory 
aphasia, or a temporary hemiplegia. 

In these cases the diet must be severe 
and no infraction permitted. But the pres- 
sure must not be too brusquely reduced, 
because the left ventricle would weaken and 
hence become insufficient. 

There are four indications to fulfil, viz.: 

1. Produce intestinal elimination, and on 
the last day of each month prescribe so- 
dium sulphate followed by two days’ rest 
in bed. This disintoxicates wonderfully 
well. 

2. Prevent the intake of toxins. At the 
beginning of the treatment the patient 
should consume 2500 cc of water daily and 
nothing else. If improvement ensues and 
the pressure drops, some fruit and macaroni 
may be added to the noon meal. But one 
day in each week the patient should only 
take milk and diuretic drinks. As to drugs, 
diuretics, alternating with hypotensors, are 
to be given. 

3. Help renal depuration by giving the 
first ten days of each month one of the 
following diuretics: Theobromine, 75 cen- 
tigrammes in a cachet daily. Theobromine 
is the diuretic of the chlorides. 

Theocin is useful, 80 centigrammes in a 
cachet, one night and morning. Like theo- 
bromine, it eliminates the chlorides and can 
be given in place of the latter, but it must 
not be exhibited for more than two or three 
days at a t me. 

Scilla, which eliminates nitrogen, may be 
combined with theobromine, which elimi- 
nates chlorides: 

R Theobromine, 50 centigrammes; 

Pulvy. scillz, 5 centigrammes, 


For one cachet. A cachet to be taken morning 
and evening. 


4. During the last ten days of each 
month a mild dose of some hypotensor 
should be ordered, such as tincture vera- 
trum viride, five drops morning and 
evening. 
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The best of all is, I think, extract of vis- 
cum album in pills of 2 centigrammes each, 
6 to 8 in twenty-four hours. 

Sodium nitrite in a potion, each desert- 
spoonful containing 5 centigrammes, can 
be given two, three or four times daily, 
but it must be stopped at once if nausea 
or pulsations in the head are complained of. 

Finally there is the one-per-cent alcoholic 
solution of trinitrine, one to five drops a 
day highly diluted in water or in a potion. 

5. In the summer the patient will do well 
to take a cure at Royat; this will lower the 
blood-pressure, calm the functional dis- 
turbances, tone the nervous system, disin- 
toxicate the organisms, and in a _ way 
forestall the nephroarteriosclerosis which 
threatens every subject with a lasting high 
blood-pressure. 

The ventricle having given way, the 
patient becomes a hyposystolic, or else an 
acute pulmonary edema or angina pectoris 
ensues. 

In these circumstances no more iodides, 
no hot baths, no light baths, and no more 
mineral water cure. No morphine. 

Acute pulmonary edema, angina pectoris 
and cardiac asthma are all acute compli- 
cations depending upon a low pressure 
and require urgent and energetic treat- 
ment. The first thing to do is to bleed 
the patient copiously, then give a drastic 
purge and put the patient on a milk diet 
with diuretic infusions. 

A 1:1000 solution of digitalin should be 
prescribed, five drops of which are to be 
given daily for five days. Although this 
alkaloid is a hypertensor and energetically 
stimulates the left ventricle, it occasionally 
causes a drop of the pressure on account of 
the diuresis and regulation of the venous 
circulation it induces. 

Now what should be the treatment when 
the patient develops hyposystole? Here 


one should resort to small periodical blood- 
letting, done by puncturing the cephalic 
vein at the fold of the elbow. From 100 
to 150 cc of blood should be let about every 
ten or fifteen days. If this cannot be done 
then scarification with cupping or the ap- 
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plication of leeches over the mastoid region 
should be resorted to. 

Reduction in the amount of liquids will 
help to abort the edema and to set up a 
profuse diuresis, but this is not to be con- 
tinued for too long a time. 

The heart is to be stimulated with the 
1:1000 solution of digitalin, five drops be- 
ing given daily for five to ten days. It is 
a good diuretic. The well-known diuretic 
pills made according to the old formula of 
Lancereaux are also excellent: 

R Pulv. scillz, 

Pulv. fol. digital. 
Pulv. scammon., 4a 5 centigrammes. 


Excipient. S.: For one pill. 


Strophanthus is especially indicated when 
there is arrhythmia. Strophanthin is a 
dangerous drug and is no longer prescribed 
on the Continent. 

Adonis vernalis is a good diuretic and 
cardiac tonic. The extract should be given 
in pill form of five centigrammes each, five 
to be taken in twenty-four hours. 
bitter to be given in a potion. 


THE ACTION OF PURGATIVES ON THE 
NUTRITION. 


Long ago, that excellent clinician, Ger- 
main Sée, said that one of the most im- 
portant phenomena of dyspepsias was con- 
stipation. Now, constipation can be de- 
fined as the functional disturbance resulting 
from the accumulation of feces in the 
colon, usually with a decrease of the num- 
ber of stools, cohesion of the residual mat- 
ter, and difficulty of excretion. 

The decrease in the number of stools is 
only of relative value because some indi- 
viduals only have a stool every second or 
third day without presenting any disturb- 
ances of constipation, while others who 
have repeated but incomplete evacuations 
are, in reality, constipated because they 
retain alimentary residues in the colon. 

The increase of the consistency of the 
feces is not a sine qua non of constipation, 
because on the one hand abnormally hard 
feces may be eliminated in sufficient amount, 
while on the other hand it often happens 
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that hard feces contained in the rectum 
irritate the mucosa, producing a more or 
less profuse secretion as a result of the 
irritation, hence a pseudo-diarrhea ensues. 

Finally, the difficulty of excretion is not 
essentially characteristic of constipation, 
because excretion can take place easily, 
while progression of the feces in the colon 
is slow and causes all the phenomena of 
fecal accumulation to develop. Therefore, 
what characterizes constipation is the pro- 
longed sojourn of the feces in the colon, 
especially when they do not contain any 
principles of the food or absorbable intes- 
tinal fluids. 

This arrest of feces in the gut results in 
distention and contributes to aggravate the 
dyspepsia on which it is dependent. In 
reality it is common for more or less com- 
plex general phenomena to develop when 
constipation has lasted for some time. 
Some of these morbid phenomena are due 
to stercoremia, others consist of a veritable 
hypochrondriacal state perhaps provoked 
but kept up by the constipation. 

Constipation results from multiple causes 
—chronic morbid processes of the digestive 
tract and liver, neuropathic conditions, and 
various general diseases. But whatever 
may be the cause, its treatment consists of 
prescribing some drug which facilitates the 
activity of the intestine without losing 
its effect as time goes on, or producing 
untoward effects which are so common in 
the case of certain purgatives, especially 
salts. 

When a purgative is prescribed, it should 
fulfil the three following aims, viz.: to 
overcome the constipation; prevent absorp- 
tion of certain chemical or bacterial poi- 
sons and their rapid elimination; and lastly, 
to realize intestinal antisepsis. 

One should be skeptical of certain pur- 
gatives which act by irritating the intestinal 
mucosa and nerves of the intestine; the gut 
reacts by violent contractions of the intes- 
tinal muscles. Hence it is necessary to 


select a drug whose action is both prompt 
and certain without causing perturbation 
The laxative should be 


of the intestine. 
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one having a distinct local action on the 
organs which govern the intestinal func- 
tions, consequently possessing a sure re- 
action on the organs of digestion, in liver 
and pancreas. 

Now, the action of aloin is not confined 
to any one organ of the digestive system; 
it acts upon the gastric glands as a bitter, 
on the liver as a cholagogue, on the pan- 
creas by increasing its secretion, and on 
the mucoriferous glands of the large in- 
testine, as well as on the mucosa of the 
entire gut. It is the drug which gives the 
best results on account of its physical and 
cholagogue properties. 





Quinine Necrosis of Muscle. 


Ficpor and Pinnock, in the “Memo- 
randa” columns of the British Medical 
Journal of July 1, 1922, state that the in- 
terest of the following case lies in the early 
treatment of the patient by intramuscular 
injections of quinine and its unusual sequel. 
Necrosis took place, but in none of the other 
cases of quinine necrosis recorded has there 
been, as in this case, a definite separation 
and encysting of the necrosed muscle. The 
specimen is now in the museum of the Royal 
College of Surgeons of England. 

J. S., an ex-soldier, contracted malaria in 
Salonica in October, 1916. Rings and 
crescents are said to have been found in his 
blood at various times. He was invalided 
to the United Kingdom in February, 1917, 
and had relapses about once a month till he 
came under specialist treatment, when the 
relapses gradually decreased in frequency, 
the last being in February, 1921. In 1916 
he had about forty-nine injections of quinine 
into each buttock alternately every other 
day, but they were unable to discover the 
particular form of quinine used. About a 
month after the course of injections had 
ended he noticed a swelling in the right but- 
tock “first feeling like a lot of little lumps,” 
but shortly he noticed “one big lump,” as 
was the condition when he first came under 
notice. 





THE THERAPEUTIC GAZETTE 


On examination, there was a cigar-shaped 
swelling some three inches long in the upper 
part of the right buttock; the skin moved 
freely over it, and the lump itself appeared 
to be movable on the deep structures. It 
was somewhat tender to the touch, and ow- 
ing to its position frequently received slight 
blows and caused much discomfort and even 
pain. It was, therefore, decided to re- 
move it. 

Operation took place on February 7, 1922. 
An incision was made over the whole length 
of the swelling, and on cutting through the 
skin and superficial fascia the tumor was 
found to be lying in, and parallel with, the 
upper part of the gluteus muscle. Cutting 
into it, an adventitious bursal sac was 
opened in which a grayish-white cigar- 
shaped body lay quite free. This was re- 
moved. It was quite smooth, firm in consis- 
tence, somewhat elastic, and had a smooth, 
glistening surface, similar to the space in 
which it lay. The adventitious sac was cut 
away from the surrounding muscle, and the 
space left closed with catgut ; the fascia was 
sutured with catgut and the skin with silk- 
worm-gut. 

The tumor measured 314 inches by % 
inch by ¥% inch. A longitudinal incision 
into it showed that it consisted of wavy 
bundles of fibrous-looking material, dry and 
bloodless, and there was some slight calcifi- 
cation at one part near the center. A sec- 
tion was cut, and it was seen that the greater 
part of the tumor consisted of necrosed 
muscle fiber, much of it still showing stria- 
tions. It appears to have been a fasciculus 
of the gluteus maximus, which died en 
masse, owing to the injection of the quinine 
into it. Necrosis was due probably both to 
the direct action of the drug and also to 
pressure of the injected fluid in the muscle 
bundle proving so great that the blood sup- 
ply to the bundle was cut off. The dead 
part of the muscle must have remained 
sterile, and a line of demarcation was 
formed around it ; it separated from the sur- 
rounding tissue but was not absorbed, and 
so acted as a foreign body and became en- 
capsulated. 














THE STARVATION TREATMENT 
OF DIABETES. 





Readers of the THERAPEUTIC GAZETTE 
will recall that we have from time to time 
in our Editorial and Progress columns 
called attention to the employment of this 
method of treating a by no means uncom- 
mon malady, and we have also reviewed on 
several occasions, in the columns devoted 
to book reviews, contributions to the liter- 
ture on this subject. 

It should be recalled that starvation in 
one form or another in the treatment of 
diabetes is by no means a new procedure. 
From the very first it was customary to 
starve patients, so far as carbohydrates 
were concerned ; then one step further was 
made along this line, and fats and proteins 
were materially reduced. . 

Many years ago von Noorden instituted 
starvation days, and Guelpa not only in- 
stituted a form of starvation, but also 
vigorously purged his patients, with as- 
serted advantage. Then, later on, Allen, 
basing his plan chiefly upon the conception 
that diabetes is always associated with pan- 
creatic insufficiency, promulgated an even 
more radical plan of starvation, and it is 
only just to state that his investigations 
are in one sense to be considered as the 
first scientific justification of rigorous 
methods, and that his plan, as he outlined 
it and carried it out, or as it has been 
modified by various observers, is now al- 
most universally accepted as possessing 
very definite value. 

Early in the promulgation’ of the so- 
called Allen method we called attention to 
the fact, which holds true in regard to all 
forms of treatment, that an absolute ad- 
herence to a definite routine cannot be 
practiced with benefit to every case, for 
every individual has peculiarities of his 
own in health, and these peculiarities are 
nearly always exaggerated or emphasized 
in the presence of disease. Furthermore a 
patient suffering from diabetes in the sense 
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of glycosuria and its associated metabolic 
changes may present a series of symptoms 
which in gravity or mildness may be in 
extraordinary contrast with one another. 

The point at issue is as to whether 
practically every diabetic should be put 
upon a starvation diet as soon as it is 
determined that he is a true diabetic and 
not a glycosuric. For this reason we wel- 
come the publication of a paper by Joslin, 
who has done so much in the study of 
this complex problem. It is not our in- 
tention to deal with his entire theme, but to 
call attention to the fact that although he 
is a believer in the starvation treatment he 
definitely recognizes that it must be ad- 
justed to the needs of the particular pa- 
tient and asserts that a guiding principle 
in the treatment of such patients should 
be to do no harm; further asserting that it 
is unfortunately still no rarity for a phy- 
sician to see a patient who is excreting 
sugar for long periods of time with the 
maintenance of fair health to become dis- 
tinctly worse when treatment is instituted. 
This rather bold statement, which is never- 
theless true, is always to be kept before us. 

He also answers the important question, 
“Is under-nutrition exaggerated?” It is 
manifestly possible for it to be carried to 
too great a degree, but nevertheless he be- 
lieves that a moderate under-nutrition is 
too good a thing to be given up, or, to ex- 
press it differently, it is safer to tell pa- 
tients that they are to eat too little rather 
than to allow them too much freedom. On 
the other hand, as he well says, there are 
some diabetic patients starving themselves 
to death. These patients die directly, or 
indirectly, from starvation rather than 
from the diabetes; that is to say, from 
some intercurrent infection which assails 
them, not only because their health is im- 
paired by loss of sugar, but because their 
general vitality is diminished by their not 
having received for long periods of time 
sufficient nourishment to support it. Last 
of all, Joslin distinctly tells us that in the 
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treatment of diabetics we are to consider 
“comfort” as well as duration of life, and 
we believe that in some instances while, 
theoretically, life may be prolonged by a 
rigid diet, practically it may be shortened 
in that being deprived of “comfort” the 
patient suffers so much distress that the 
conditions of life are almost intolerable, 
and he is so much fretted and harassed 
that his end is actually hurried. 





MAGNESIUM SULPHATE AS AN 
ADJUVANT TO MORPHINE > 
AND AS A DIRECT 
HYPNOTIC. 





Since the time when Tucker of Phila- 
delphia discovered that a saturated solu- 
tion of magnesium sulphate when applied 
locally possessed definite anesthetic prop- 
erties, much has been done in the way of 
increasing the scope of usefulness of this 
salt, which prior to that time had been 
used solely as a purgative. Meltzer and 
Auer showed its value by intraspinal in- 
jection in cases of tetanus, and its em- 
ployment for the purpose of causing the 
gall-bladder to extrude its contents is now 
widely resorted to. In all of these instances 
the quantity of drug which is employed is 
large enough to lead us to believe that it is 
capable of producing a definite physiologi- 
cal effect, but there is an additional em- 
ployment of it in which the amount is so 
small that it is difficult to understand how 
it can produce its effect. Nevertheless the 
clinical fact remains that in a fair propor- 
tion of cases the use of 1 or 2 cc of a 25- 
per-cent solution of magnesium sulphate, 
in which morphine is dissolved for hypo- 
dermic use, seems to very materially in- 
crease the sedative effect of this opiate, 
so that an eighth grain of morphine in 
a syringeful of a 25-per-cent solution of 
magnesium sulphate seems to be as effica- 
cious in producing sleep and in relieving 
pain as is a quarter of a grain of morphine 
in distilled water. 

On general principles it would appear 
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that the use of a strong solution of any 
salt in the subcutaneous tissues would 
cause a pouring out of fluid from the ves- 
sels into the area injected and thereby tend 
to delay the absorption of the morphine. 
So, too, it might be supposed that such a 
solution of magnesium sulphate might act 
as a local irritant and hurry absorption; 
and, last of all, the thought might arise 
that the magnesium sulphate itself pos- 
sessed definite physiological power. As we 
have already intimated, the amount in- 
jected can scarcely be capable of much 
physiological influence. The fact remains, 
however, as we have stated above, that this 
combination often succeeds. 

Recently, in the American Journal of 
Psychiatry, Weston has reported on the 
use of magnesium sulphate without mor- 
phine when given hypodermically as a 
sedative in cases of insanity. He tells us 
that care was taken to recrystallize the 
drug and to be sure that it was free from 
calcium, sodium, and potassium. It was 
then administered in doses of 1 or 2 cc of 
a 25- or 50-per-cent sterilized solution, pro- 
ducing no local effects. He tells us that 
250 doses have been given to 50 patients; 
half of these suffered from agitated de- 
pression, some were cases of dementia 
precox, four were paretics, and there were 
one or two each of epilepsy, organic de- 
mentia, and hysteria. There was one active 
maniacal case. All of the patients were 
noisy, talkative, restless, or resistive. The 
result in many instances was _ identical. 
The patient was relaxed and slept from 
four to six hours, but some patients did 
not react at all, as for example one woman 
with agitated depression who received 
three doses of 2 cc of a 50-per-cent solution 
of the salt at half-hour intervals with no 
apparent effect, and the same experience 
was had the following night. So, too, in a 
case of active mania, 1 cc of a 50-per-cent 
solution every three hours for four doses 
was useless. Of the total 250 doses, 30 
were without effect. 

It would be interesting to know whether 
other alienists are able to obtain similar 

















good results, since such injections can 
hardly be deleterious and may add consid- 
erably to the armamentarium of those who 
have to treat patients of this type. 





LUMBAR PUNCTURE AS A DIAG. 
NOSTIC AGENT IN NON-IN- 
FECTIOUS CONDITIONS. 





Lumbar puncture twenty-five years ago 
was rarely resorted to. It has gradually 
gained in popularity until at the present 
time many interns have no difficulty in 
performing it and possibly resort to it 
with greater frequency as a diagnostic 
measure, or even as a therapeutic proce- 
dure, than is justifiable. In other words, 
lumbar puncture at present may be said 
to be on top of the wave of popularity. 
That it is of infinite value as a diagnostic 
agent cannot be doubted. How great its 
usefulness is as a therapeutic measure is, 
we think, undecided, although without 
doubt in some cases it relieves distressing 
symptoms even if it does not influence the 
general course of the disease. Possibly its 
most noteworthy benefits from the thera- 
peutic point of view lie in the results ob- 
tained in cerebrospinal syphilis. It has 
also been used by surgeons after injuries 
to the head, the presence of blood in the 
fluid being considered as of great diag- 
nostic importance. 

In a recent issue of the British Medical 
Journal, Harris has contributed an inter- 
esting paper upon the employment of spinal 
puncture in the diagnosis of cerebral and 
spinal hemorrhages. He points out that if 
the lumbar puncture has been’ cleanly per- 
formed, so that blood is not set free by the 
cannula that is employed through injury 
to a blood-vessel, the finding of blood- 
stained cerebrospinal fluid is of great value 
in determining that the symptoms which 
the patient presents are due to an apoplexy 
or trauma. Every practitioner knows that 
at times it is most difficult to reach an im- 
mediate diagnosis between apoplexy due to 
hemorrhage and other causes of cerebral 
confusion and coma; thus embolism, throm- 
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bosis, uremia, encephalitis, brain tumor, 
sclerosis, heat-stroke and hysteria are all 
conditions which may have to be differ- 
entiated. In none of these is the cerebro- . 
spinal fluid bloody, so that the diagnosis, 
if it is bloody, is limited either to a rupture 
of a blood-vessel, as in apoplexy, or to 
severe concussion with laceration of the 
brain or fracture at the base. In the latter 
condition there is nearly always a history 
or evidence of an injury. 

Harris well points out that this method 
of diagnosis is not sufficiently emphasized 
in books dealing with diseases of the nerv- 
ous system, and states that within one 
week he saw five cases of true apoplexy in 
which lumbar puncture showed the cere- 
brospinal fluid to be intimately mixed and 
opaque with blood, yet in two of the cases 
in particular the question had arisen as to 
whether uremia or encephalitis lethargica 
was the cause of the condition. 

He then cites cases proving the position 
which he wishes to occupy. Harris also 
points out that intimate mixture of blood 
with the fluid indicates extravasation high 
up in the cerebrospinal system, whereas a 
less intimate mixture indicates hemorrhage 
at the level of the cord, a condition, of 
course, which rarely occurs, and in the lat- 
ter instance the fluid obtained by puncture 
clots, whereas in hemorrhage within the 
calvarium the spinal fluid does not clot. 

A lumbar puncture properly performed 
is so harmless a measure and so much 
depends in prognosis and treatment upon 
an accurate diagnosis that the points to 
which Harris calls attention should be 
borne in mind. 





VASOLIGATURE AND STEIN- 
ACH’S INVESTIGATIONS. 





It will be remembered that some years 
since White and Kirby, as a result of a 
laboratory study, found that castration, and 
ligation of the vasa deferentia, was followed 
by shrinkage of the prostate gland. They 
proposed and practiced ligation for the 
cure of prostatic enlargement, with, in some 
cases, satisfactory results. This practice 
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was followed by many others, and often 
with benefit—often without effect in so far 
as the prostate was concerned. 

With a lower mortality and more assured 
results following prostatectomy this com- 
paratively conservative operation was aban- 
doned. 

There were at that time no observations 
made bearing on a general rejuvenescence 
as the result of vasal ligature, nor was 
there then even a dim perception of a func- 
tion of the testicular interstitial structure. 

Chetwood (New York State Journal of 
Medicine, June, 1922) quotes, and with 
some enthusiasm, Steinach’s studies on the 
structure of the sex glands as modified by 
age. Steinach found that the senile, or 
the prematurely senile, individual exhibited 
a gland structure similar to that of infancy 
or childhood. He dwelt at length upon 
what might be called the internal secretion 
of the testicles and the influence this secre- 
tion has upon development. By laboratory 
experiment he showed that generative 
glands have two secretions: first, what 
might be called the external secretion—the 
ovum from the ovaries and the spermatozoa 
from the testicles; the other an internal 
secretion which dominates sex. This in- 
ternal secretion, dependent upon the pres- 
ence and functioning of the interstitial 
cells, which Steinach calls the puberty cells, 
may masculinize an early female castrate 
or femininize a male one. This Steinach 
did by transplanting the ovaries of a female 
into a young male castrate. The structure 
responsible for the internal secretion, the 
interstitial cells, lived and grew, and the 
animal which received the transplant ex- 
hibited inverted sex attributes to such an 
extent that some femininized males devel- 
oped the milk glands and were able to 
nourish young animals therefrom. 

Steinach moreover noted that if the duct 
of the testis be occluded, the glandular 
structure secreting the spermatozoa atro- 
phies, while the interstitial structure which 
dominates sex not only functions normally 
but often overfunctions. He, therefore, 
argued that in the premature or natural 
senile, the ligation of the vas might bring 
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about such changes as would accentuate 
virile characteristics even though the indi- 
vidual were thereby rendered sterile. By 
proliferation of the interstitial portion of 
the gland, incident to atrophy of that por- 
tion devoid of its external secretion, the 
ligation of one vas might not only produce 
a rejuvenescence, but might also leave the 
patient fertile. He reports excellent re- 
sults following this procedure, in conse- 
quence of which Chetwood looked up some 
of his old cases of vasectomy performed 
for purposes other than rejuvenation; for 
instance, recurring and relapsing epi- 
didymo-orchitis. The evidence concerning 
these cases is at least conclusive as to a 
great betterment in health. He quotes 
Lichtenstern to the effect that “vasoliga- 
ture is followed by the disappearance, for a 
period of years, of individual manifesta- 
tions of old age, although the percentage 
of cases in which such favorable results 
are obtainable has not yet been determined.” 

He believes that the results are not 
transitory, but last over a period of years, 
this on the basis of the history of twenty 
personal cases. Schmidt offers similar evi- 
dence. 

Chetwood concludes his article as fol- 
lows: 

“Double ligature is seldom indicated in 
a young man, in which case single ligation 
may serve as a means to an end. As to 
the effect upon the general vitality, there 
can be no doubt that there is preponderating 
evidence that a large number of the cases 
operated upon show remarkable response 
to some favorable influence, psychic, anti- 
toxic, or endocrinic. This fact, together 
with the indications outlined in a certain 
class of cases, should serve at least to jus- 
tify the claim that vasoligature is an ex- 
pedient of proved value in the work of the 
urologist. To this may be added the fur- 


ther conviction, after critical survey of the 
experience of those of high intelligence 
who have contributed to this experimental 
field, together with my personal observa- 
tion, that senium precox, an indefinable 
state of the organism, induced by psychic 
or physical wear and tear, has, as a result 




















of vasoligature, been succeeded by a re- 
awakening of psychical activity and an im- 
provement in physical vigor that, previous 
to this operation, seemed beyond reason- 
able expectation.” 

The theory on which the operation of 
vasal obliteration is based is neither more 
nor less logical than many other theories 
which have been either disproven or for- 
gotten. The clinical evidence thus far ad- 
duced is even less convincing than that on 
which, for instance, the one-time popular 
operation of renal fixation, as a routine 
procedure, was based. None the less there 
will probably be many seekers of the 
fountain of youth, and many guides there- 
to, armed with needle, knife, and ligature, 
willing to show the way, and issuing early 
reports of a betterment perhaps attainable 
by any profound psychic impression. 





ANTIANAPHYLAXIS. 





Any pronouncement on this subject from 
Widal would naturally receive wide atten- 
tion. In his lecture before the University 
of London (British Medical Journal, May 
27, 1922) he first called attention to the 
work of Besredka, who demonstrated that 
anaphylactic shock could be prevented in 
sensitized animals by giving, a short time 
before a large injection of an anaphylactic 
substance, a fractional dose of the same; 
from which Widal concludes that the shock 
is not subject to chemical laws, but is due 
to a disturbance of the colloidal equilibrium 
of the plasma cells. Moreover he main- 
tains that the principle underlying anti- 
anaphylactic vaccination is applicable to 
shock of any and every kind, and the in- 
jection which may prevent this shock need 
not be the same substance or thing which 
caused it. Indeed, the preventive measures 
may at times be taken by the mouth. 

Widal alludes to the various causative 
factors in producing anaphylaxis, pointing 
out that not only do serum injections cause 
it, but many and various substances ab- 
sorbed by the mucous surfaces of either 
the respiratory or digestive tracts may pro- 
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duce the phenomena, though taken into the 
system in most minute doses. He further 
notes that sensitization may be induced by 
most minute doses continued for a long 
period of time, instancing those somewhat 
rare cases of idiosyncrasies on the part of 
infants against milk or eggs, and the nu- 
merous cases of asthma due-to inhalation 
of certain substances. 

The practical bearing of this discussion 
has to do with an antianaphylactic treat- 
ment directed against substances taken 
either by inhalation or by the alimentary 
tract. It was pointed out that only by care- 
ful study of diet can the causative factor 
of an alimentary anaphylaxis be found, 
and that minute doses of this substance 
judiciously administered may be service- 
able in entirely overcoming sensitization. 

It was further noted that when the of- 
fending substance, that is, particularly in 
regard to alimentary infection, could not 
be found shock may be prevented by the 
use of an albuminoid substance such as 
peptone. Indeed crystalloids are at times 
useful, since sodium chloride injections 
have been found to prevent serum anaphy- 
laxis, and sodium carbonate has been ser- 
viceable as a means of avoiding the shock 
sometimes incident to the injection of 
arsenical preparations. 

With the increasing use of antitoxins 
and other substances injected into the blood 
and the occasional fatalities following 
thereupon, a knowledge of the symptoms 
of anaphylaxis, and the means by which 
these may be avoided, is mmperative. 

In so far as the serums are concerned, 
it is well recognized, but not always re- 
membered, that asthmatic conditions, and 
particularly horse asthma, should warn 
the physician that the administration of 
antitoxin is attended by definite danger. 
Where such injection is imperatively re- 
quired it should be preceded by antiana- 
phylactic measures, usually by minute in- 
jections of the antitoxin before the major 
one is given. The comparative rarity of 
fatal shock probably explains the indiffer- 
ence with which the danger incident to 
these injections is commonly regarded. 


Progress in Therapeutics 


Medical Therapeutics 


The Treatment of Tetanus. 

STONE, in the Journal of the American 
Medical Association of June 24, 1922, states 
that from a survey of the literature, an 
analysis of the records of the patients of 
this series, and personal experience, it is 
believed that the following plan of treat- 
ment offers the best chance of recovery to 
patients with this disease: 

Fluids should be given by mouth or rec- 
tum in sufficient amount to prevent de- 
hydration. The amounts given and the 
quantities of urine passed should be re- 
corded. If edema of the lungs occurs, the 
amount of fluid intake should be restricted 
to 500. ce daily. The urine should be exam- 
ined daily. 

Since metabolism is greatly increased 
because of the muscular spasms, it is neces- 
sary to secure quiet and relaxation in order 
to prevent exhaustion. For this purpose, 
phenobarbital (luminal) in 3- to 5-grain 
doses may be given by mouth or rectum if 
necessary every three to six hours. Chlore- 
tone, from 15 to 30 grains in diluted alcohol 
or whisky, may also be used every three to 
six hours. Morphine, 1% grain, with atro- 
pine, 1/100 grain, may be necessary, but 
should be used cautiously if the patient is 
under the effect of other drugs. 

As early as possible after the onset of 
symptoms, the following plan of adminis- 
tration of antitoxin is recommended. Since 
little time is lost by the procedure, 1 cc of 
antitoxin is injected subcutaneously to de- 
sensitize the patient. If no anaphylactic 
symptoms, such as dyspnea, cyanosis, or 
rapid, feeble pulse occur, 20,000 units of 
antitoxin are given intravenously thirty 
minutes later. The gravity method is pre- 
ferred, a large glass syringe barrel being 
used as the container, to which is attached 
about 15 inches of rubber tubing for the 
needle connection. The rubber tubing 
should not be new because of poisonous 
symptoms which sometimes occur as the 
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result of soluble toxic substances present 
in new rubber. If new rubber tubing is to 
be used, it should be thoroughly washed for 
half an hour in a 5-per-cent sodium hydrox- 
ide solution before boiling. The needle 
should be of 19-18 gauge and about 1% 
inches long. It should be threaded its entire 
length into the vein in order to avoid acci- 
dental removal during injection. The anti- 
toxin should be diluted with an equal vol- 
ume of warm physiologic sodium chloride 
solution and should be maintained at as 
nearly body temperature as possible. The 
first 10 cc should be allowed to flow in 
slowly at a rate of about 1 cc a minute. If 
symptoms of anaphylaxis occur, one should 
discontinue the injection and try again in 
three hours, since the patient has probably 
been desensitized by the amount of serum 
previously received. 

After the intravenous dose, 20,000 units 
should be given intraspinally (10,000 units 
for children). The lumbar puncture should 
be done in the ordinary way, 0.5-per-cent 
procaine or 1.5-per-cent solution of apothe- 
sine being employed. If the patient is in 
opisthotonos, one should not attempt to per- 
form the lumbar puncture without general 
anesthesia because of the danger of break- 
ing the needle. From 10 to 25 cc of spinal 
fluid is allowed to escape through the needle. 
A portion is sent to the laboratory for 
Wassermann report and microscopic ex- 
amination, including cell count. The anti- 
toxin, which need not be diluted but which 
should be warmed to body temperature, 
should be allowed to flow in by gravity, a 
container similar to that described for in- 
travenous injection being used. 

Necrotic tissue should be cleaned out of 
any existing wound and the wound treated 
surgically. If an unhealed wound exists, 
it should be:incised under local anesthesia, 
explored for foreign bodies, and curetted. 
Five thousand units of antitoxin are then 
injected into the tissues about the wound. 




















The wound should be left open and a sterile 
dry dressing applied. 

During the second day, and on the third 
day, 20,000 units are given intravenously, 
and 20,000 units intraspinally. 

In order to continue the antitoxic effect, 
a subcutaneous or intramuscular injection 
of 10,000 units should be given on the 
eighth or ninth day. 

The total dosage used for adults will ap- 
proximate 125,000 units. Relatively, chil- 
dren will require larger dosage than adults, 
it being a question of neutralization of toxin 
and not of body weight. 


Stone concludes that the most important’ 


factor in the treatment of tetanus is its pre- 
vention. It should be the universal rule to 
give a prophylactic dose of 1500 units of 
antitoxin to all patients who have received 
lacerated or penetrating wounds. If the 
wound contains necrotic tissue or a sus- 
pected foreign body, the dose should be 
repeated in ten days and subsequently if 
operation on the wound is contemplated. 

Treatment of all extensive lacerated 
wounds surgically by primary excision and 
primary or delayed suture will greatly re- 
duce the incidence of the disease. 

The incubation period of the disease is 
usually about ten days, but may be as short 
as three days. So-called tardy tetanus may 
occur months after an injury, if the wound 
is subsequently reopened. 

The shorter the incubation period before 
symptoms, the greater will be the probable 
mortality. But little difference occurs in 
mortality whether the wound focus involves 
the lower or the upper extremity. 

The type of infection appears to vary in 
virulence in different years. In four dif- 
ferent years between 1916 and 1921, the 
mortality varied from 14.3 to 71 per cent 
in a comparable number of patients each 
year, and with the same general plan of 
treatment. 

When symptoms of the disease have ap- 
peared, the attempt should be made to satu- 
rate the patient with antitoxin before fix- 
ation of toxin has occurred in the nerve 
cells of the spinal cord. This can best be 
accomplished by intraspinal and_ intra- 
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venous injections during the first three days 
of treatment; the total dosage, of which 
half should be given intraspinally, should 
approximate 125,000 units. 

Zingher of New York, in discussing this 
paper, stated that Park asked him to draw 
attention to the fact that experimentally in 
guinea-pigs the intraspinal injection of 
tetanus antitoxin has proved superior to 
intravenous injection; and that intravenous 
injection is far superior to the intramuscu- 
lar injection. For that reason he recom- 
mends that a combined intraspinal and in- 
travenous injection be given to flush out 
any toxin which may be lodged there, or in 
the tissues themselves. He recommends 
from three to four injections, one injection 
to be given every four hours; and with the 
first lumbar puncture he recommends an 
intraspinal injection of about 12,000 units 
of tetanus antitoxin. Those are the main 
points to which he wishes that attention be 
especially drawn. The tetanus antitoxin is 
sometimes viscid and must be diluted with 
salt solution so as to diffuse more readily 
into the spinal canal. He calls attention to 
the various forms of tetanus which may 
occur. All are familiar with the acute 
form. The irregular and neurologic form: 
may resemble hydrophobia or trismus.. 
Unilateral tetanus of one arm or one leg, 
or chronic insidious tetanus, may puzzle one 
in the diagnosis. However, these forms 
are rather rare, and the prognosis is, as a 
rule, good. 





Carbonic Oxide in Tobacco Smoke. 


ARMSTRONG, in the British Medical Jour- 
nal of June 24, 1922, states that it is of in- 
terest to compare the proportions of car- 
bonic oxide in straight coal gas, made by 
simply distilling coal, with that in tobacco 
smoke. 

A cigar of average size was smoked 
under such conditions that the volume of 
smoke formed could be measured. Four- 
fifths only of the cigar was smoked in order 
to make allowance for the portion of cigar 
usually discarded. It was found that 0.303 
cubic foot of smoke was produced, of which: 
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% per cent was carbonic oxide. The quan- 
tity of straight coal gas containing an 
equivalent amount of carbonic oxide is 
0.25 cubic foot—that is, 1 cubic foot of 
straight coal gas contains an amount of 
carbonic oxide equal to that in the smoke 
from four cigars; the proportion of car- 
bonic oxide in South Metropolitan, London, 
gas, it may be added, is about that of 
average cigar smoke. 

As to the effects of smoke, the cigarette 
smoker often has the habit of inhaling, but 
as a rule pipe and cigar smokers do not; 
friends tell him that pipe and cigar smoke 


are nauseous when inhaled; apparently’ 


volatile products of distillation are carried 
forward much more than in cigarette smok- 
ing, and these protect the cigar smoker 
notwithstanding the larger production of 
carbonic oxide. The blood of the cigarette 
smoker often shows signs of carbonic oxide 
absorption. A friend, who is an excessive 
smoker, is said to have 5 per cent of his 
blood out of action; another who is an 
equally great smoker and inhales constantly 
shows no sign of absorption. The latter is 
an exceptionally vigorous person, who eats 
and drinks freely ; presumably his is scarce- 
ly a case of tolerance: if carbonic oxide 
enter his blood either it is swept out with- 
out difficulty by gaseous exchange or is 
worked up in some way. Apparently there 
is room for further study of the conditions 
regulating the natural exchange of carbonic 
oxide for oxygen in the blood. 





Fish-liver Oils and Other Highly 
Potent Sources of Vitamin A. 


Z1Lva and DrumMMoOND, in the Lancet of 
June 24, 1922, state that the principle of the 
modern processes of preparation of cod- 
liver oil which are described in detail by 
them in a paper shortly to appear consists in 
breaking up the liver by steam and decant- 
ing the supernatant oil. The old “rotting 
process” in which the liver was disintegrated 
by putrefaction is hardly ever practiced now 
in the preparation of medicinal oils. The 
livers are either steamed in jacketed pans at 
a temperature slightly below boiling point 
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or they are broken up by direct steam. The 
liver residues, after the first few fractions 
of oil have been drawn off, are heated to a 
higher temperature and yield cruder frac- 
tions of brown oils which are usually util- 
ized for industrial purposes. The medicinal 
oils prepared as above contain considerable 
quantities of “stearine,”’ which separates 
out on standing and which imparts a turbid 
appearance to the oil. In order to remove 
this turbidity the oils are submitted to a 
process known in the trade as “refining.” 
The oils are frozen in order to bring down 
most of the “stearine” and are filtered 
through filter presses. This procedure yields 
a brilliantly clear oil which is spoken of as 
non-freezing oil. The “crude unrefined” 
medicinal oils from which the “stearine” 
has not been removed are therefore not to 
be confused with the crude brown oils ob 
tained from the steamed liver residues, 
which, as already mentioned, are solely used 
for industrial purposes. 

Theoretically, owing to the fact that the 
heating of the liver takes place practically 
in the absence of air, which is displaced by . 
the steam, little destruction of the vitamin 
was to be expected. This was actually 
found to be the case. From the numerous 
samples the authors have examined they 
have found that the direct steam process has 
a slightly more deleterious effect on the 
potency of the oil than the steam-jacket 
method. This destructive influence is, how- 
ever, in both cases of a very low order and 
can be ignored for all practical purposes. 
Even the brown oils obtained from the liver 
residues at higher temperature or by rotting 
show comparatively little loss of the vita- 
min content. It was by examining a very 
potent brown oil of this character that Zilva 
and Miura in 1921 were led to advance the 
suggestion that the cruder oils may lose 
some of their potency in refining. This 
they consider as unlikely, as the brown oils 
are hardly ever bleached and utilized for 
medicinal purposes, and the refining process 
employed in the clarification of the first 
light fractions of the oils has been found, 
as was to be expected, innocuous—little 
vitamin being removed in the “stearine.” 




















Nevertheless, they find a very marked 
variation in the vitamin potency of differ- 
ent liver oils. It is, however, to be pointed 
out that although this variation in potency 
may be sixteen-fold, the least potent oil they 
have so far handled has proved to be more 
active than any other substance containing 
vitamin A, and this very high vitamin con- 
tent of the oils examined by Zilva and 
Miura is found to be characteristic of fish- 
liver oils in general. 

As the method of preparation cannot be 
responsible for any variation in the activity 
of the oils, one is forced to conclude that 
some physiological cause, such as variation 
in the food or in the sexual condition of 
the fish, may influence the potency of the 
oil. The investigation of this problem is 
still in progress, and the experimental data 
so far available are not complete. A fact 
of independent interest has, however, been 
established by the writer in this connection, 
namely, the very high potency of the soft 
and hard roe of the cod. Owing to the now 
well-established fact that vitamin A can 
withstand heating and drying in the absence 
of air, they were in a position to ascertain 
by examining roes in the different stages 
of development that this tissue is a very 
rich source for vitamin A during the period 
preceding spawning. Daily doses equiva- 
lent to 0.025 g. in the case of the male and 
0.05 g. in the case of the female of fresh 
roe were sufficient to induce growth in rats 
deprived of the vitamin according to the 
technique described by Zilva and Miura. It 
is evident that in roe we have a very 
palatable article of food very rich in vita- 
min A, and it should therefore be valued 
for this quality. 

Besides the liver oils already described 
they found very great activity also in the 
liver oils of the ling, skate, shark, plaice, 
and pollock. The high vitamin content is 
therefore not confined to the liver oils of 
the gadiods. The potency of these oils is of 
the same order as that of cod-liver oil, and 
of the liver oils so far examined they found 
the highest activity in coalfish liver oil and 
the lowest in haddock liver oil. It is also 
significant that a daily dose of 0.25 g. of 
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ox liver was found to be sufficient to pro- 
mote growth. As is well known ox liver 
contains comparatively little fat, but evi- 
dently this liver for some still unexplained 
physiological reason seems to be the store- 
house of vitamin A in the animal organism. 

Another interesting feature that their 
experiments have revealed is that the high 
vitamin A content is not only characteristic 
of Norwegian oils. They had the oppor- 
tunity of examining a considerable number 
of market preparations and of specially 
prepared cod-liver oils of British origin, 
and they found them to be of a similarly 
high potency to the Norwegian oils. It is 
also a matter of no little importance that 
several samples of Newfoundland cod-liver 
oils were found to be as potent as the most 
active Norwegian cod-liver oils. The me- 
dicinal oils prepared in Great Britain and 
Newfoundland are also excellent from the 
standpoint of market quality. 





The Relative Influence of Cod-liver Oil 
and Butter on the Deposition of 
Calcium in the Bone of 
Growing Rats. 


ZitvA, in the Lancet of June 24, 1922, 
states that McCollum, Simmonds, Shipley, 
and Park have recently found that whilst 
the addition of 3 per cent of butter was 
sufficient to exert a beneficial effect on the 
formation of bone in growing rats when 
the calcium in the diet was a half of the 
optimal requirements of this animal, 20 per 
cent of butter failed to fulfil this function 
when the calcium content was about one- 
fifteenth of the optimal requirements. 
When, however, one per cent of cod-liver 
oil was used in such a diet low in calcium, 
a much better deposition of calcium and a 
better development of the animals were 
observed. As the calcium content of the 
diet was increased, the disparity between 
the beneficial action of the 20 per cent of 
butter and one per cent of cod-liver oil be- 
came less evident, and as the calcium 
reached half the optimal requirements no 
difference in the physiological activity of the 
two additions could any longer be discerned. 
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McCollum and his collaborators, therefore, 
advance the theory that cod-liver oil con- 
tains, in addition to the fat-soluble vitamin, 
a principle which is only present in butter 
in small amounts. This is certainly a pos- 
sible interpretation of these results, but one 
can also explain them without predicating 
the existence of a new substance, as the 
content of the fat-soluble vitamin in cod- 
liver oil is considerably greater than in but- 
ter. It is only necessary to assume that the 
greater the deficiency of calcium the more 
urgent the demand for the fat-soluble vita- 
min, a not improbable hypothesis. Accord- 
ing to observations made by Dr. Miura and 
himself cod-liver oil contains about 200 
times as much fat-soluble vitamin as av- 
erage butter. The quantity of butter that 
would therefore have been required to sup- 
ply the same amount of vitamin as that 
supplied by one per cent of cod-liver oil 
cannot be administered. 





Some Practical Aspects of the Diagnosis 
and Treatment of Diabetes Mellitus. 
BERKELEY, in American Medicine for 

June, 1922, states that the crux of the 

problem in diabetes is to secure the pa- 

tient’s cooperation until such time as he 
has acquired fixed habits of abstinence. 

When one recalls that the cry for food is 

the basic motive throughout the whole ani- 

mal creation, and that through countless 
ages hunger has antedated every other 
fact of consciousness in the slowly evolv- 
ing mentality of man, one should not be 
too cross when the sufferer breaks diet, as 
he very generally does. Self-control is a 
rare virtue even among the educated, and 
among the working people a treatment that 
first of all forbids the hunk of bread and 
glass of sweet coffee for breakfast seems 
simply impossible. They tell you so not 
exactly in the words of the poet, “Better 
fifty years of Europe than a cycle of 

Cathay,” but in language far more unmis- 

takable. Yet, for these patients, even after 

months of discouraging failure, there is 
still sometimes hope. The specialists try 


to get the patient started in the straight 
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and narrow way by housing him for three 
months in an expensive hospital where he 
has companions in distress. But even with 
those whose means admit of this, a return 
to the ordinary affairs and conditions of 
life often brings temptations which are 
irresistible. 

The patient’s family are often his worst 
enemies. And if he is an unmarried work- 
ing man, and must live in restaurants and 
cheap boarding-houses, he cannot command 
his prescribed diet for any sum he can 
afford to pay, and he soon gives up trying. 

Even upon the obedient patient there 
are many accidents of daily life which bear 
hard. An attack of tonsillitis, of influenza 
any intercurrent febrile affection—starts 
up glycosuria, and a ten-day attack of 
measles in a diabetic child sometimes com- 
pletely destroys his carbohydrate tolerance 
for a long time. Business anxieties are 
also an enemy to carbohydrate tolerance, 
and even such a trivial matter as the sever- 
ity of the winter temperature makes a 
marked difference in the welfare of some 
patients, warm weather making a smaller 
demand for calories. 

There are also many obedient patients 
of advancing years who in the lapse of time 
do badly for the very reason that they are 
obedient. It is easy enough to work out a 
pleasing scheme in grammes of proteid and 
of fat which will provide the desired num- 
ber of calories per day; but the unfor- 
tunate fact remains that man in the tem- 
perate zones requires normally just twice 
as much carbohydrate as he does proteid 
and fat combined, the proportion being 
roughly fat one, proteid one, and carbo- 
hydrate four. In consequence, while 
younger patients sometimes successfully 
readjust their metabolism to the new ra- 
tios, the extra proteid burden in older pa- 
tients very soon overworks the kidneys, and 
the sugar disappears from the urine, al- 
buminuria starts up, the blood-pressure 
rises, albuminuric retinitis presently ob- 
scures the patient’s vision, and the last 
state of that man is worse than the first— 
Bright’s disease has set in. 
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To prevent or retard this unfortunate 
occurrence one should be always on his 
guard. Every such patient should be care- 
fully restudied from time to time. All bac- 
terial foci—old spongy tonsils, bad teeth, 
chronic cystitis, intestinal stasis, infections 
of the bile tract—should be attacked. The 
question of syphilis should be carefully 
considered in every case. A full allowance 
of carbohydrate should be carefully assured 
(watching the blood sugar rather than the 
urine), and the total proteid and fat sup- 
ply cut down till the patient’s weight has 
been materially reduced. Many fat dia- 
betics of advanced age can easily fast two 
days in the week with advantage. It is 
apparent to any careful observer that fast- 
ing benefits many cases of Bright’s disease 
which never had diabetes, so that such a 
therapeutic procedure helps in both direc- 
tions. A salt-free diet is also to be strongly 
advised when the systolic blood-pressure 
stays over 190. 

As a concluding remark he urges that 
every new patient with sugar in his urine 
presents a new problem. The patient and 
not the disease must be the first thought. 
The confidence of the patient must be 
gained as soon as may be, and diabetic re- 
strictions must be tactfully and sympathet- 
ically imposed. No case is absolutely hope- 
less till he goes into coma. The worst dia- 
betics sometimes do wonderfully well. One 
should not, therefore, begin by assuring 
the patient that his case is of great gravity, 
and that there are no prospects of cure. 





Reforms in the Treatment of 
Gall-stones. 


In an editorial on this subject in the 
Lancet of July 1, 1922, it is stated that in 
a recent paper on the subject of gall-stones, 
Hansen, of Copenhagen, has published 
some statistics and comments thereon which 
are caleulated to provoke a spirit of reform 
rather than of self-complacency. During a 
period of twenty-one months he has sys- 
tematically examined the biliary system for 
gall-stones in every case coming to ne- 





cropsy at his hospital. Among 1191 con- 
secutive necropsies in persons over the age 
of twenty he found 293—1. ¢., 25 per cent 
of the total—to harbor gall-stones. This 
was the case among 19 per cent of the men 
and 31 per cent of the women. This ratio 
of 2 to 3 differs considerably from the 
operation ratio, the proportion of men to 
women operated on for gall-stones being 
approximately 1 to 9. The divergence 
obviously depends on the fact that gall- 
stones cause inflammatory changes in their 
surroundings far more frequently in women 
than in men. 

Hansen found that when the biliary sys- 
tem was unaffected by the presence of gall- 
stones, there was no divergence in the sex 
incidence, but among the cases showing 
morbid changes as the result of gall-stones 
the ratio of men to women was as 1 to 2. 
In as great a proportion as 23 per cent of 
all the cases of gall-stones they were found 
in other parts of the biliary system than 
the gall-bladder, and Hansen emphasizes 
this finding for the benefit of surgeons who 
are apt to neglect a thorough search of the 
whole biliary system for gall-stones. They 
are elusive things, and their presence is apt 
to be overlooked by the surgeon even when 
he probes and palpates most conscientious- 
ly; not infrequently gall-stones escape de- 
tection till every biliary passage is slit open 
by the pathologist. Even pathologists may 
err, and Hansen notes that the frequency 
with which gall-stones have been found 
post-mortem has ranged from 1 to 18 per 
cent. These astonishing discrepancies do 
not, in his opinion, indicate differences in 
the actual incidence of gall-stones deter- 
mined by racial, dietetic, and other factors, 
but they depend on the skill and diligence 
with which pathologists have sought gall- 
stones. 

In the period under review necropsies 
were made on 40 persons who had died 
of cholelithiasis and its sequels. Nine of 


these persons died in medical wards. In 
the same period necropsies were made on 
only 26 persons dying from appendicitis. 
These figures are in themselves illuminat- 











They are also deplorable, and Han- 
, writing with the impartiality of the 
pathologist, suggests that the physician’s 
attitude toward gall-stones at the present 
time is what it was a short time ago toward 
appendicitis. Only when the great fre- 
quency of gall-stones becomes general 
knowledge, and the necessity for cases of 
this kind to be under the unhampered ob- 
servation of the surgeon becomes recog- 
nized, will the treatment of gall-stones 
emerge from the most unsatisfactory posi- 
tion in which it stands to-day. To wait for 
biliary colic and jaundice before diagnosing 
gall-stones is often to wait until disaster has 
overtaken the patient. Test the urine for 
urobilin is Hansen’s hint in this connection. 





Relative Value of Surgical and Medical 
Treatment of Gastric and 
Duodenal Ulcer. 


Bevan, in the Journal of the American 
Medical Association of July 1, 1922, asks 
with our knowledge of this subject, “How 
would you and I like to have an ulcer of 
the stomach o1 duodenum treated?” After 
all, this is the real test. He states that if 
he had a peptic ulcer, uncomplicated by 
any of the conditions which, we all agree, 
demand surgical treatment — perforation, 
pyloric obstruction from scar, etc.—he 
would want it treated by a scheme of sound 
medical management and would place him- 
self in the hands of his colleagues, Sippy or 
one of his disciples, because he believes 
that he has worked out the best method so 
far devised. He believes that his chances 
of cure would be from 80 to 90 per cent, 
and that he could keep well if he took rea- 
sonable care of himself. He would recog- 
nize the fact that there was a certain 
definite risk of recurrence. How large this 
is it is difficult to state in figures. 

If he had had repeated hemorrhages and 
the evidence showed the ulcer was probably 
in the duodenum, he would want to be op- 
erated on by one of his good surgical col- 
leagues who had devoted special attention 
to this subject, and he would want a gastro- 
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enterostomy performed. If in the course 
of the disease persistent pyloric obstruc- 
tion developed, he would want a gastro- 
enterostomy performed. If in spite of good 
medical management, he was not completely 
cured and symptoms recurred on slight 
provocation, he would want a gastroenter- 
ostomy performed. If in spite of good 
ulcer management the symptoms persisted, 
he would want to be handled as a carcinoma 
suspect and be given the benefit of an ex- 
ploratory operation. If at the operation a 
callous ulcer was found on the stomach 
side of the pylorus, he would want the bene- 
fit of a second Billroth operation. If he 
had an operation for ulcer, either a gastro- 
enterostomy or a resection, he would want 
to be given medical ulcer management as a 
part of the after-care for the purpose of re- 
ducing to a minimum the chances of a 
jejunal ulcer. 

If he should attempt to put the question 
of the medical and surgical treatment of 
ulcer in figures, he would do so in about this 
way: Almost all ulcers in their early his- 
tory should be treated medically. When 
they persist under good medical manage- 
ment, when they recur in spite of good 
medical management and the care which 
the patient can obtain in his or her 
peculiar station of life, when serious 
and repeated hemorrhages occur, when 
pyloric obstruction does not yield to 
good medical management, when there 
is a reasonable suspicion of malignancy, 
in all of these cases medical management 
should not be too long persisted in but 
should give way to exploration and surgical 
therapy as the safer plan and the plan 
which affords the better prospect of cure. 
Numerically, he believes that the cases de- 
manding surgical treatment for their best 
interests would constitute about 10 per cent 
of the ulcers of the chronic type. 

To visualize this a little more clearly, let 
us take 100 cases of peptic ulcer. Prac- 


tically all of these should be given at first 
the benefit of sound medical management. 
Possibly ninety of these patients may be 
cured and kept well by medical manage- 
ment. Probably 10 per cent of these cases, 

















after repeated trials of medical manage- 
ment, will prove refractory and should then 
be given the benefit of exploratory opera- 


tion and surgical therapy. He has no sym- 
pathy for the position taken by some sur- 
geons that ulcer of the stomach and duode- 
num are conditions like gall-stone disease 
that are to be relieved by surgical opera- 
tions. Nor has he any sympathy with the 
position taken by some gastroenterologists, 
that all ulcer cases must be treated medically 
and that surgical therapy should be put off 
as long as possible and be regarded simply 
as a last resort. To his mind, the great 
value of medical management has been 
clearly shown, especially by Sippy and his 
disciples. They have shown that peptic 
ulcer can be cured by medical management 
and that the great majority of patients can 
be so cured. 

On the other hand, no. more brilliant 
chapter has been written in the history of 
surgery than the chapter on gastric and 
duodenal ulcers. We owe to our surgical 
colleagues most of the knowledge that we 
have of gastric and duodenal ulcers; the 
knowledge which we have obtained by the 
autopsies im vivo which we have made in 
the last twenty years. Twenty years ago 
we hardly knew that there was such a thing 
as a duodenal ulcer. The surgeons fur- 
nished us with the knowledge of its exist- 
ence and its frequency. The surgeons made 
mistakes in the development of this subject. 
They performed too many gastroenteros- 
tomies. They placed too little value on 
medical management. 

But in spite of mistakes great progress 
has been made, and to-day we can say with 
much confidence that in the cases of ulcer 
which prove refractory to medical manage- 
ment, modern surgery offers much to these 
patients. The ideal situation is the joint 
treatment of these cases by internist and 
surgeon, who realize the field of usefulness 
and the limitation of both the medical and 
surgical management, and who give to their 
patients the benefit of their combined judg- 
ment and the treatment demanded in each 
individual case. 
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The Output of Indigocarmin and Phe- 
nolsulphonephthalein after Intra- 
venous and Intramuscular 
Injections. 


Tuomas and Hsuv, in the Urologic and 
Cutaneous Review for July, 1922, conclude 
that the index of elimination of indigocar- 
min following intramuscular injection has 
proved to be a valuable control as to surgi- 
cal risk, especially in prostatectomy. 

Their studies would confirm the belief 
that the same dye may be used intrave- 
nously for the determination of the index 
with greater advantage, satisfaction and 
accuracy than has been the case from its 
intramuscular employment. 

It would appear that phenolsuphone- 
phthalein may likewise be used intravenous- 
ly for the determination of the index with 
equal satisfaction and probably also intra- 
muscularly after the interval for collection 
of specimens has been more definitely de- 
termined. 

Phenolsulphonephthalein, contrary to their 
expectation, seems to possess no advantage 
over indigocarmin in the determination of 
the so-called index of elimination. 





The Food Requirements of Children. 


Hott and Fates, in the American Jour- 
nal of Diseases of Children for July, 1922, 
summarize their paper on this subject as 
follows: 

1. Carbohydrate is a desirable and prob- 
ably an essential component of the diet, al- 
though it does not have any specific func- 
tion in nutrition. It forms the largest part 
of the diet at all periods of life. 

2. Nursing infants take on the average 
about 12 gm. carbohydrate per kilogramme 
of body weight daily. Artificially fed in- 
fants usually receive somewhat more than 
this. 

3. The carbohydrate in the diet of the 
infant is almost all sugar, that of the nurs- 
ing infant entirely lactose, that of the arti- 
ficially fed infant usually a mixture of lac- 
tose with saccharose or maltose and dex- 
trins. 
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4. The carbohydrate intake of more than 
one hundred healthy children from 1 to 18 
years of age, studied by them, averaged 10 
gm. per kilogramme. Of this 51 per cent 
was sugar, including lactose, saccharose, 
and fructose, and 49 per cent was starch. 

5. Carbohydrate is more economical than 
fat or protein, both physiologically and 
commercially. Because of this latter ad- 
vantage there is a growing tendency to in- 
crease the proportion of carbohydrate in 
the diet beyond the amount which is de- 
sirable. 

6. When a very large proportion of the 
food is in the form of carbohydrate, the in- 
take of fat or of protein or of both is likely 
to be less than the normal nutritive need of 
the body. 

v. A diet excessive in carbohydrate leads 
to an abnormal deposition of fat without a 
corresponding increase in muscle develop- 
ment. Children taking such a diet have 
feeble resistance to infection. 

8. There is evidence that a relationship 
exists between the high proportion of car- 
bohydrate in the modern diet and the prev- 
alence of dental caries. 

9. Definite digestive disturbances, chiefly 
intestinal, may be produced when the carbo- 
hydrate in the diet is excessive. There may 
result increased fermentation with loose 
acid stools or constipation with flatulence 
and abdominal distention. When long con- 
tinued these disturbances are very difficult 
to control. 

10. Carbohydrate furnishes the calories 
needed in the diet which are not supplied 
by the requisite amounts of fat and protein. 

11. It seems rational to allow in the diet 
of the child of average activity about 12 
gm. carbohydrate per kilogramme of body 
weight at one year, decreasing the amount 
to about 10 gm. per kilogramme at six 
years, and maintaining it at this value 
throughout the remainder of the growth 
period. 

12. An increase in the total caloric need 
because of increased activity may be sup- 
plied by carbohydrate alone. 
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Heart Disease in Pregnancy. 


Dice, in the Ohio State Medical Journal 
for July, 1922, states that during pregnancy 
a cardiopath requires more careful watch- 
ing than a normal case, for she is more 
prone to toxemia, and digestive functions 
are more easily disturbed; she requires 
plenty of fresh air, a careful diet, and most 
careful supervision of her exercise, so that 
she will not overtax her heart; she must 
take plenty of rest, but also exercise as 
well, according to the strength of her heart. 

One must be ever on the alert, especially 
in the later months, for the first symptoms 
of impending heart failure. If any ineffi- 
ciency of the heart muscle is evident, the 
patient should at once be put to bed and 
everything done to restore the circulation. 
If the pulse rate is much increased digitalis 
in sufficient dosage to slow the pulse should 
be given. In auricular fibrillation the best 
effects of digitalis are obtained, for here 
the heart failure is associated with rapid 
rate and many of the beats are inefficient. 

While digitalis slows the heart, the indi- 
vidual beats are stronger and more effec- 
tive. One should give sufficient dosage to 
get results; in a recent case one dose of 60 
minims was given, followed by 30 minims 
every three hours until the pulse was 
brought down to 80, and was then stopped 
on account of nausea, but was resumed as 
soon as possible in smaller dose when the 
pulse went up again at all. Usually one 
needs to give 15 to 20 minims every three or 
four hours for from four to seven days to 
bring the pulse down to 60 or 70. Symp- 
toms of overdose are nausea and vomiting 
and diarrhea, with a feeling of tightness 
across the chest and a drop of pulse rate. 
Patients should avoid everything that might 
throw a strain on the heart, mental worry, 
straining at stool or digestive disturbance, 
and should have small, frequent meals and 
mild hypnotics for sleep, if needed. 

The course for further action must de- 
pend on the period of pregnancy and 
whether there is a history of past broken 
compensation. Early in pregnancy, as soon 

















as compensation has been reéstablished, the 
uterus should be emptied, unless the heart 
responds promptly to treatment and the pa- 
tient realizes the risk of continuing the 
pregnancy and can take the best of care of 
herself and is willing to take the risk, then 
pregnancy may be allowed to continue, 
though frequently the child is lost anyhow 
through prematurity. 

If there is a history of previous decom- 
pensation, the outlook for going through 
the pregnancy is bad. If the lesion is a 
mitral stenosis or a chronic myocarditis, the 
chances of the heart bearing the strain of 
the later months of pregnancy and labor are 
small. In mitral stenosis the termination 
of pregnancy is indicated when edema of 
the lungs persists in spite of sitting up in 
bed or if the pulse remains over 100 with 
palpitation on effort. As already stated, 
mitral stenosis is the most serious heart 
lesion ; it is usually due to rheumatic endo- 
carditis, and is often not noticed during the 
acute stage of the illness, for the stenosis 
does not begin until cicatrization has nar- 
rowed the orifice, and often, on account of 
scar formation, the lesion is progressive. 

If, in any lesion, decompensation occurs 


late in pregnancy and if by careful treat- . 


ment and nursing there is hope of getting a 
viable child, pregnancy may be allowed to 
continue if it will, and as soon as labor be- 
gins everything must be done to reduce 
muscular strain. One’s course of action 
will depend on whether the patient is a 
primipara or a multipara, the condition of 
the cervix and perineum, and size of child; 
if a primipara, a Cesarean section will 
usually prove thé best procedure. 

When heart failure is so extreme as to 
threaten life, intervention is necessary at 
once; if premature labor does not set in, 
and even this is danagerous, prompt Cze- 
sarean will often save the life of both 
mother and child. In these extreme 
cases the heart failure is shown by the 
dropsy, enlarged liver, edema at the base 
of the lungs, and cyanosis; each day 
that the pregnancy continues is fraught 
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with danger, and the patient’s condition is 
desperate whether the pregnancy continues 
or not. 

For anesthesia ether is not safe, and one 
should choose between gas and oxygen or 
a local anesthetic as advocated by Webster. 
In any case in which a Cesarean section is 
done, sterilization should also be done in 
order that the patient may not become preg- 
nant again, if she survives the operation. 

In a case with a definite heart lesion, with- 
out broken compensation, one must realize 
that the labor may bring on heart failure 
and must so conduct the labor as to save 
the heart in every way. Morphine and 
scopolamine should be given during the first 
stage to qu et the patient and assist dilata- 
tion, and so soon as the cervix is dilated or 
dilatable a version should be done or for- 
ceps applied and the second stage thus 
shortened. 

Death may occur after the delivery of 
the child during or after the third stage 
from the change in the intra-abdominal 
pressure and consequent overdistention of 
the right heart. To forestall this, some 
have advised the gradual removal of the 
placenta, thus allowing rather free loss of 
blood. Unless the loss of blood is too free, 
one should avoid the use of pituitrin and 
ergot. The use of sandbags weighing from 
25 to 50 pounds has been advocated in 
order to maintain the intra-abdominal pres- 
sure, but at all events a tight binder and 
compress should be applied and the patient 
should be most carefully watched after 
being returned to her bed. During the 
puerperium prolonged rest in bed with ap- 
propriate medication is indicated, and the 
patient’s activities for weeks must be care- 
fully supervised. The question of nursing 
the child must be ‘determined by the pa- 
tient’s general condition, the condition of 
the heart, and her natural recuperative 
powers; those who have gone through with 
no break in compensation can usually nurse, 
while those who have had decompensation 
will be the better for relief from this added 
strain. 
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The Treatment of Certain Diseases of 


the Skin. 


KING, in the New Orleans Medical and 
Surgical Journal for July, 1922, states that 
psoriasis is the bugbear of our practice. 
If cases would only remain well after treat- 
ment our fear would be less. The scalp, 
the hands and sometimes circumscribed 
lesions on the body put one to the test, 
and some cases refuse to yield to anything 
at our command. Diet is held in scorn by 
some in this disease, but it has been his 
observation that a vegetable diet with 
alkalinization has been of great service in 
the successful treatment of psoriasis. As 
to arsenic, he scarcely uses it. Locally 
liquor carbonis detergens in his experience 
has proven to be the most valuable deter- 
gent for removing the scales, full strength 
or diluted. It is an excellent remedy in 
itself, as many mild cases may be entirely 
controlled by it. He relies largely upon 
three ointments, one of salicylic acid, am- 
moniated mercury and oil of cade for the 
scalp, hands, and large, thick circumscribed 
areas on the body; one of salicylic acid and 
ichthyol for the disseminated type; and 
one of chrysarobin, always in lard, to be 
applied two or three times a week, the 
strength of all varying with the demand. 
Always confine the ointment with a dress- 
ing when possible. Apply x-ray to the 
thick sclerotic patches. Now and then one 
will meet with a case which will show a 
slight moisture in the lesions and will re- 
sist the ordinary treatment. In such cases 
he has found vaccine treatment of great 
help. 

Acne Vulgaris—In addition to the rou- 
tine plan of treatment of acne King lays 
stress upon two things that have served 
him well. The first is the application of 
hot lotio alba fomentations to the parts at 
night after a hot soap bath. The x-ray is 
beneficial as a rule in all cases, but should 
be used with great care. But the papular 
and nodular lesions often met with on the 
neck and about the angle of the jaw re- 
quire rather heavy doses of x-ray, and he 
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thinks it is the best application we have 
at the present. 

Pellagra.—A full dietary with hypoder- 
mic use of arsenic is the chief point of 
treatment in pellagra. Usually King be- 
gins with the arsenate of iron one-grain 
dose, followed the next day with cacodylate 
of soda three grains, and continued two 
weeks, alternating thus; after that time he 
lets one day intervene, but continues to al- 
ternate for two weeks longer, and after 
this lets two days intervene between doses 
for another two weeks. He has used this 
plan in many cases for several years with 
satisfactory results. 

Ivy Poisoning—Much recently has been 
written on ivy poisoning. In mild cases, 
limited in area, he has found the solution 
of nitrate of silver to give the best results, 
but in more extensive cases he has used a 
solution of potassium permanganate. The 
oxidizing principle is made use of in both. 
Puncture all blisters and immediately apply 
the liquids. 

Ichthyosis. — There are idiosyncrasies 
met with in treatment of mild ichthyosis, 
but the course he has followed for a num- 
ber of years gives very satisfactory results. 
Insist upon a full diet of fats, bathe with a 
soap of 3 per cent to 5 per cent resorcin 
and salicylic acid, apply after the bath, and 
while the skin is wet, a lotion, made suit- 
able for each use, of resorcin, tincture ben- 
zoin, glycerin, glycerite of starch, and rose 
water, then dry with towel. The under- 
wear in winter should be woolen or part 
wool to coax the skin to more normal func- 
tion. 

Erysipelas. — The dermatologist must 
often care for a case of erysipelas. After 
studying many reports and observing many 
cases he is of the opinion that the disease 
is self-limited, as much so as typhoid fever. 
Some cases run longer than others, so does 
typhoid fever. He feels that all we can do 
in treatment is to make the patient more 
comfortable and to lessen toxemia.  Ice- 


cold boric acid solution in packs, or the 
ice-bag or real ice packs, are to be applied 
to any part of the body affected, almost 




















continuously. Ichthyol salve may be ap- 
plied during rest periods. The cold gives 
more comfort to the patient than any other 
local application, and at the same time 
keeps the temperature low. Iodine inter- 
nally he believes ass sts in combating tox- 
emia, and the tincture of iron internally 
supports the hemoglobin, which is rapidly 
reduced by the infection. Vaccines and 
serum are lauded by the makers, but he 
has failed to see any good results or to get 
any reliable reports from their users. 
Pityriasis Rosea——Walker in the treat- 
ment of pityriasis rosea recommends a 
bath into which Condy’s fluid has been 
poured. Several years ago he directed a 
patient to apply this treatment. He or- 
dered a strong solution of potassium per- 
manganate from to fix the bath 
water, but instead of putting the solution 
into the bath the patient thought that if a 
little in the bath would do good the full 
strength on the body would do more. The 
patient applied it full strength, and he was 
rather surprised at the rapid recovery, for 
.we are taught that the recovery is slow. 
So now he uses three or four drachms of 
the salt to a pint of water to be applied by 
sponging on after a warm soap bath every 
other night, and sulphur salve applied the 
night without the bath. Cases recover in 
less time by this method than we are led 
to expect from the texts, so he is con- 
strained to believe there is some merit in it. 


which 





Chloroform Anesthesia. 

Hoi, in Minnesota Medicine for July, 
1922, states that in obstetrics chloroform 
is holding the field to the exclusion of other 
anesthetics with quite a number of doctors; 
in fact, many men who seldom use chloro- 
form in the balance of their work have 
found it hard to do away with it entirely 
in their obstetrical practice. While many 
methods are in use, the following has 
served him well: 

A small heavy inhaler, with two tips that 
fit into the patient’s nostrils, is packed with 
enough absorbent cotton so that it will hold 
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The 


two or three drachms of chloroform. 
patient is allowed to hold the inhaler her- 
self and instructed to inhale the chloroform 
as soon as she feels the pains coming on. 
If she goes to sleep, the inhaler, being 
heavy, drops out of her hand, to be picked 


up again with the next pain. He has in 
slow, tedious cases of primipare often used 
chloroform in this manner for hours and 
has never seen any bad results from it. 
The total amount of chloroform actually 
inhaled is small. The relief from pain both 
actual and psychic is very marked. The 
edge is continually taken off the pains, and 
the patient feels that she is being helped 
and that something is done for her. When 


the head passes the perineum it is a simple 


matter to give her sufficient chloroform on 
a towel or napkin to get complete analgesia, 
and if a rupture threatens the perineum 
and complete anesthesia is wanted, a few 
minutes will suffice to reach it. If the pla- 
centa is to be expressed by the Credé 
method or a few sutures are to be placed, 
a light chloroform anesthesia is thus easily 
gotten. 

The above outlined method of anesthesia 
in obstetrics has been used for many years 
and no evil or untoward results have been 
noticed. He has used ether in obstetrics, 
but does not feel that it can ever take the 
place of chloroform in this class of cases. 
With him it seems that chloroform used 
in the described manner is about as ideal a 
twilight sleep as can well be imagined. Per- 
haps the more modern method of using 
nitrous oxide gas may be preferable, but 
with the cumbersome apparatus necessary 
and the lack of skilled assistance usually 
encountered in general practice it will not 
become popular in the country at least for 
some time to come. 

He says with reference to the use of 
chloroform for the induction of so-called 
primary anesthesia (the so-called chloro- 
form or ether rousch of the Germans)—a 
method that has been known for many 
years, and while no doubt used by many 
physicians, does not seem to be universally 
understood—that this method will often 
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suffice for the pulling of a tooth, lancing of 
a boil, felon or other deep infection, an in- 
fected toe or finger nail, removing of a 
painful splinter, reducing a dislocated 
shoulder, and will do in a considerable num- 
ber of fractures. In fact, it is an ideal 
method for the performance of any opera- 
tion that can be done quickly or at least in 
a very short time, without deep or lengthy 
anesthesia. It is often extremely valuable 
where one is dealing with an unusually ap- 
prehensive patient. The following method 
is used: 

Drop the chloroform in small drops on 
the mask prepared as previously described. 
Count slowly, but loudly, one, two, three, 
four, etc., and let the patient repeat. When 
the patient loses count or miscounts, drop 
the chloroform rapidly for a few seconds, 
remove the mask, and proceed with the 
operation. In nearly every instance the 
operation can be done absolutely without 
pain. The patient will wake up almost im- 
mediately after the work is done and state 
that he felt no pain whatever, but often 
adds that he knew the operation was taking 
place. He will usually be able to walk 
about the room in a very short time, only 
feeling a bit dizzy, and can ordinarily be 
taken home very soon. Personally, Holm 
has used the method hundreds of times and 
has never seen any bad effects from it, and 
in very nervous patients it often gives won- 
derful relief. Even with the stomach full 
of food they will rarely vomit when this 
method is used, and if they do, it will be 
after all is over and the patient awake. It 
will then do no harm as there is no chance 
for aspiration. For that reason alone it is 
often of great convenience following acci- 
dents as well as for many of the short 
operations mentioned. The method is de- 
serving of much more attention and con- 
sideration than it has had from the pro- 
fession. In fact many doctors seem to be 
entirely unfamiliar with its application. 
Ether can be used in a somewhat similar 
manner, but to him at least it has never 
seemed to be so effective. 

The difference in safety in administra- 
tion between chloroform and ether is prob- 
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ably far less than commonly stated, as nu- 
merous deaths are indirectly caused by 
ether that are not so classified in the sta- 
tistics. 

Chloroform has a number of good qual- 
ities that we should not overlook, and he 
does not agree with many physicians who 
seem to think that chloroform should be 
banished entirely as an anesthetic. 

Many physicians who deprecate the use 
of chloroform do not know how to properly 
administer it and are apparently unwilling 
to learn. He grants that chloroform anes- 
thesia is not safe with the inexperienced 
interne, the unskilled nurse, occasional by- 
stander, nor the man who is ordinarily in 
the habit of administering ether. 

Holm does not wish to convey the idea 
that chloroform can displace ether nor take 
the place of it for lengthy and deep anes- 
thesias; but that, given a suitable case, 
properly administered chloroform has a 
place in our armamentarium that no other 
anesthetic hitherto used can fill quite so 
well. 





Salol in Smallpox. 

BircHETT and LustTBErG, in the Archives 
of Dermatology and Syphilology for July, 
1922, state that salol or phenyl salicylate is 
ordinarily used to disinfect the intestines. 
It is insoluble, but is decomposed in the 
intestine by the fat-splitting ferment of 
the pancreatic juice into salicylic acid and 
phenol. It is known that the salicylates 
have some antiseptic action, especially 
salicylic acid, because of the acid ion. The 
drugs are eliminated in small amounts in 
the perspiration, and as perspiration is in- 
creased following the administration of 
phenyl salicylate in smallpox, it is fair to 
assume that greater amounts are being 
eliminated through the skin channels. 

Salicylates prevent the breaking down of 
protein material, and preserve parts ex- 
posed to the air for a long period. Phenol 
has a similar action, but is less stable. 
Cushny remarks that the movements of 
plant protoplasm, protozoa and leucocytes 
are prevented by salicylic acid. It also re- 

















tards digestion of the proteins by the gas- 
tric and pancreatic juices. 

In smallpox, and more especially during 
the pre-eruptive stage, we have an increased 
elimination of two antiseptics whose action 
influences the disease. They both prevent 
protein decomposition, and when coming 
into relation with the lesions or with their 
oncoming location exert this special influ- 
ence. The skin proteins are saved from 
destruction and little scarring occurs. 
Added to this factor, salicylic acid prevents 
the movements of leucocytes, and in this 
way accounts for the small pustule noted 
when salol therapy is used. 

Salol (phenyl salicylate) as an internal 
medicament in smallpox diminished the de- 
gree of scarring. The best results were 
obtained when the drug was commenced in 
the pre-eruptive stage. 





The Use of Radium Needles in the 
Treatment of Cancer. 


Bowen, in the Journal of Radiology for 
July, 1922, says our problem is to give the 
cancer cells a death dose, or, we might say, 
give the cancer cells the largest dose of 
radiation from which the surrounding 
healthy tissues will recover. This can best 
be accomplished by using a combination of 
#-ray and radium, giving x-ray on top of 
the skin, all it will stand, and radium under- 
neath the skin to the limit of what the deep 
structures will stand. Or we might say, 
x-ray from without in, and radium from 
within out. In this way the cancer cells 
are caught within a cross-firing from which 
few will ever escape. 

How big a dose of radiation should be 
applied, and when? Biologists and path- 
ologists tell us that certain types of cancer 
require a larger dose to kill the cells than 
others, but Bowen has not always been able 
to judge correctly just which case is which. 
Sometimes the apparently simple cases 
prove to be very stubborn. Not always be- 
ing able to judge beforehand, he gives his 
cases the largest dose which the surround- 
ing tissue will recover from. 
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When to give the treatment: He is com- 
ing more and more to believe that the max- 
imum dose of radiation should be applied 
as early as possible, in practically one treat- 


ment. Not necessarily in one treatment, 
but close enough together that the cells do 
not recover between treatments. The 
sooner we kill, or the shorter the time 
required to kill the cancer cell, the more 
likely we are of eventually curing the pa- 
tient. 

If we do not see a really wonderful im- 
provement in four to six weeks, he feels 
that our chances of curing the patient are 
not very good. His best results have really 
been spectacular. He believes that if we 
are going to cure these cancer patients, we 
must do it, and get it over with. Give the 
patient all the x-ray he can stand, either at 
once or over a period of four weeks. 
“Give,” he says, as they did during the war, 
“till it hurts,” and then stop. The practice 
of giving treatments once a week, or every 
two weeks, over a long period of time is 
all wrong. The normal tissue will stand 
large doses of x-ray over a short period of 
time, but will not stand even small doses 
indefinitely. We all know this; few of us 
practice it. These cases must be treated 
almost as a surgical case would be treated, 
the cancer cells being destroyed in situ by 
radiation rather than being cut out. 

Long-continued treatments may appar- 
ently remove the tumor, but the tissues may 
be so weakened that we get what might be 
called a reversal of the tissue, and the dis- 
ease spreads like wildfire. He has seen 
cases in which he thought the patient almost 
well, when perhaps small nodules began to 
develop, or the tissue broke down, and away 
went the patient. The condition reminds 
him of what happens in a storage battery 
if strained too much when nearing its dis- 
charge point; the polarity changes and away 
goes the battery. ; 

So to apply the dose of radiation which 
will destroy the cancer cells within the 
shortest space of time, and yet not do 
irreparable damage to the normal tissue, he 

proceeds as follows: All the diseased and 
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surrounding tissue, together with the lym- 
phatic vessels draining the area, are given 
all the x-ray the skin will stand, with heavy 
filtration; cross-firing is used whenever 
possible. From six to ten millimeters of 
aluminum, with leather, is used as filter; 
nine and one-half inch back up; five milli- 
amperes, at ten inches distance, for from 
twenty to thirty minutes. This dose is fol- 
lowed, either the same day or the next, by 
the use of radium inserted into the deep 
tissues. 

Radium needles of ten milligrammes 
each are inserted deep into the cancer tissue 
one centimeter apart and left for a period 
of from five to ten hours, the time depend- 
ing upon the kind of tissue, generally 
speaking, as to whether it is hard or soft; 
if the tissue is soft and boggy and almost 
ready to break down, five hours, or even 
less, is sufficient. 

The insertion of radium in the form of 
needles is a surgical procedure and should 
only be undertaken by one who has had a 
surgical training. Most of the operations 
can be made under local anesthesia; how- 
ever, a strict aseptic technique must be fol- 
lowed. Cancers which are infected break 
down readily and do not do well. 

The manner in which the needles are 
placed in the tissues must be worked out 
for each case. It is important to see that 
the needles are not “bunched,” thereby 
overdosing a part of the tissues. He makes 
radiographs of all cases so as to show the 
distribution of needles within the tissues. 
This is particularly important in mouth 
cases, so as to be sure that none of the 
needles have become dislodged and swal- 
lowed, where they might burn the esophagus 
and later result in a stricture. 

The preparation of the radium needles 
is important, but he believes that sufficient 
attention has not been given this subject. 
Above all, the needle and its thread must 
be sterile ; this can be accomplished by plac- 
ing them in alcohol, but better yet, they 
can be boiled. There is no reason why 
radium needles cannot be boiled, provided 
they are not allowed to boil dry; and where 
is the man who is going to allow, for in- 
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stance, $18,000 worth (only fifteen needles ) 
to boil dry? 

Perhaps more important than even the 
sterilization of the needles is their prepara- 
tion. There is a long list of martyrs to the 
cause of s-ray therapy, and Bowen hopes 
that we will profit by their fate and be 
more cautious in the handling of radium. 

If we but remember that each little inno- 
cent looking radium needle is full of po- 
tential harm and ready to “go off,” so to 
speak, at the slightest touch of the trigger, 
then, and only then, will trouble and suffer- 
ing be avoided. 

How are we go-ng to thread, say, fifteen 
needles, and what are we going to put them 
in while being sterilized, and how are we 
going to keep the threads from becoming 
tangled, and how are we going to get hold 
of them with the embedding forceps, and, 
above all, how are we going to protect the 
operator while all of this is being done? 

A simple contrivance has been worked 
out which answers all the above require- 
ments for the handl.ng of the radium nee- 
dies. It consists essentially of a lead block 
into which holes have been drilled to a 
depth which will allow the eye to protrude 
when the needles are inserted. The needles 
are placed into their respective holes and 
can then be threaded without any trouble, 
the thread being held with a pair of for- 
ceps. The lead block protects the operator 
while the needles are being threaded. Pro- 
jecting some five or six inches from the 
block is a brass frame, which serves as a 
carrying handle, and into this frame slots 
are cut which serve to hold the thread 
from each needle separately. A part of the 
lead in the block is cut away so that the 
sterilizing fluid will have ready access to 
the needles. 

After the needles are placed in the holder 
and threaded, the entire container is placed 
into a deep glass dish filled with alcohol, 
or it may be boiled. 

When the needle is wanted for embed- 
ding, its thread is loosened from the slot, 
and the needle lifted part way out of its 
hole by the thread. The needle then can 
readily be grasped with the embedding for- 

















ceps. The use of this apparatus certainly 
simplifies the use of radium needles, and at 
the same time protects the operator, which 
is quite necessary if we are to continue our 
fight against cancer. 





Results in the Treatment of Wasser- 
mann-fast Syphilis by Intravenous 
Mercuric Chloride. 


Conrap and McCany, in the Archives of 
Dermatology and Syphilology for July, 
1922, state that a total of 1679 patients 
were treated during the year 1920-1921, of 
which sixty-two did not respond to the 
usual routine treatment, their Wassermann 
reactions remaining positive in one or both 
ant:gens after receiving from one to thir- 
teen courses of routine treatment as carried 
out in the Washington University Clinic. 

The standard course of treatment for 
early syphilis consisted of three arsphena- 
mine injections one week apart, and twenty 
intramuscular injections of mercuric chlo- 
ride at two- to three-day intervals, between 
and following the arsphenamine injections. 
The course in late syphilis consisted of 
twenty intramuscular injections of mercuric 
chloride followed by four weeks of mixed 
treatment. Patients were then g-ven one 
injection of arsphenamine and return in 
four weeks for a Wassermann test. 

The intravenous injections were carried 
out as follows: 

1. A Wassermann test was made on all 
patients before the intravenous treatment 
was started. 

2. All patients were started on 10 min- 
ims (0.6 cc) of a one-per-cent solution of 
mercuric chloride in physiologic chloride 
solution. This dosage was increased by 2 
minims (0.1 cc) at each treatment until the 
patients were receiving 2 cc at a dose. They 
were then kept on this amount, if no signs 
of mercurial intoxication appeared. The 
injections were given twice a week. If at 
any time signs of toxicity appeared, either 
by gastrointestinal symptoms or albumin or 
casts in the urine, the dosage was immedi- 
ately reduced by one-half and then slowly 
increased to the maximum dose. A few 
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of the patients received 2.5 cc of one-per- 
cent mercuric chloride solution, but as they 
showed no greater improvement than the 
other patients, the dose was decreased to 
2cc. During the entire course no arsphena- 
mine or other antisyphilitic therapy was 
employed. 

The technique of injecting mercuric chlo- 
ride intravenously is as follows: 

1. A 10-cc all-glass syringe and a fine 
platinum needle of twenty-one or twenty- 
two gauge and 1% inches (3.7 cm.) long 
is used. 

2. The mercury is drawn into the syringe, 
a tourniquet applied above the elbow, the 
skin over a prominent vein is cleansed, the 
needle is carefully introduced so that the 
point rests free in the lumen of the vein, 
and from 8 to 10 cc (2 to 3 fluidrachms) of 
blood withdrawn. The tourniquet is now 
removed and about half of this amount is 
injected. Blood is then withdrawn again 
up to 8 cc, and the full amount slowly in- 
jected. In some cases the mercury fails to 
mix with the blood; this is overcome by 
slowly revolving the syringe with the needle 
in the vein. 

The patients in this series received 
twenty intravenous injections, and were 
then given a four weeks’ rest. At the end 
of that time a Wassermann test was made 
and the treatment resumed. They encoun- 
tered no trouble from embolus, and in only 
a few cases was there thrombosis. This 
was not caused by the injection of mercuric 
chloride, but was the result of faulty 
technique. 

The intravenous method used by them 
differs from that of the other writers on 
this subject in that the mercuric albuminate 
is formed in the syringe without withdraw- 
ing the needle from the vein, whereas they 
either injected the mercuric chloride di- 
tectly into the blood or withdrew blood and 
separated the cells from the serum, mixing 
the latter with the mercury, heating it to 
37° C., and then injecting it as mercuric 
albuminate. Some of the writers who in- 
jected the mercury direct report that they 
could use a vein only once, owing to 
thrombosis. 
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They claim the intravenous injection of 
mercuric chloride is a comparatively safe 
procedure, practically painless and free 
from alarming reactions, immediate or late, 
provided certain simple precautions are 
observed. 

1. Be certain that the needle is free in 
the vein, and not in the walls of it. 

2. Form the mercuric albuminate in the 
syringe before injection. 

Violations of these simple precautions 
will cause considerable pain to the patient 
and thrombosis of the vein and possible 
embolus. 

Their results show that forty of the 
sixty-two patients treated, or 64 per cent, 
had negative Wassermann reactions at the 
end of the treatment. 

The minimum number of injections re- 
quired to obtain a negative Wassermann 
reaction in this series was six, and the 
maximum was twenty-two. 

In fourteen additional cases there was a 
decrease in the Wassermann reactions in 
one or both antigens; eight remained the 
same throughout the courses of treatment. 

Distinct clinical improvement was noted 
in a number of cases in which the Wasser- 
mann reaction remained the same through- 
out the courses of treatment. Similar clin- 
ical improvement was also noted in a num- 
ber of cases in which the Wassermann test 
did not become negative, but remained 
slightly positive in one or both antigens. 





Acid Milk in Infant Feeding. 


SHAW, in the Archives of Pediatrics for 
June, 1922, states that acid milk for infant 
feeding should only be prepared from clean 
fresh milk. Its use does not oppose dairy 
hygiene or let down the bars of cleanliness, 
for dirty and unsanitary milk would re- 
main dirty, unsanitary and harmful whether 
alkaline or acid, raw or boiled. Buttermilk 
was difficult to procure with the degree of 
acidity varied with each churning. Acid 
milk was obtained from fresh, sweet whole 
milk which had been kept in a warm place 
until it thickened spontaneously or to which 
cultures of living lactic acid bacilli had 
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been added and then allowed to sour and 
thicken. Lactic acid was produced very 
rapidly by these bacteria, and in from 
twenty-four to forty-eight hours a quart of 
clean, fresh milk kept at room temperature 
reached such a high acidity that it spon- 
taneously curdled. There was no evidence 
to show that this lactic acid caused chem- 
ical or bacterial injuries to the infant. On 
the other hand, it appeared to exert a de- 
cidedly favorable influence in metabolism 
in the absorption and retention of the nitro- 
gen salts. The casein was changed by the 
action of the acid from calcium caseinate to 
lactate of casein, which was not acted upon 
by rennin and the formation of large tough 
curds was prevented. Hence the casein 
was in a state of fine coagulation similar in 
some respects to that of mother’s milk. 
This rendered the albumin in acid milk 
more digestible, and it could be given to 
young infants in larger proportions than in 
sweet cow’s milk. The calcium being set 
free provides salts which are soluble and 
more readily absorbed. Hydrochloric acid 
and lactic acid appear to play supporting 
roles during gastric digestion. 

In the preparation of buttermilk, as 
recommended by different authors, the food 
was boiled before it was used. This is also 
the case in the preparation of acid milk and - 


- albumin milk. A bacteriological study of 


these foods at the New York State Depart- 
ment of Health Laboratory showed no 
growth of lactic acid organisms in the boiled 
foods, so that the favorable results must be 
due to the high acid content and not to the 
action of living lactic acid bacilli. The 
amount of acidity was determined by titra- 
tion with a decinormal sodium hydrate 
solution with phenolphthalein as the indi- 
cator. A large number of acidity deter- 
minations of acid milk were made in the 
laboratory of St. Margaret’s House by 
Williams, who assisted the writer in this 
study, and the average acidity before boil- 
ing was 100 and after boiling it was reduced 
to 80. The high acidity exerted a remark- 
able germicidal effect. 

Tests of the urine acidity made during 
the course of this study showed that there 

















was no increase in the acidity, but that the 
acidity was diminished in the majority of 


cases examined. In 1910, in the Infants’ 
Home, he adopted the de Mattos method 
of preparing artificial buttermilk, in which 
whole milk was soured by the addition of a 
lactic acid culture, and after coagulation 
sugar was added and the milk boiled for 
three minutes. It was safe to state that 
over 3000 babies had been raised on this 
food with more or less success. Other 
methods had been tried during this period, 
but the Sisters had always requested a re- 
turn to the sour-milk mixtures, as the 
babies gained faster, looked healthier, and 
were happier. Made in large quantities it 
was easy to prepare and had several ad- 
vantages for use in infants’ institutions. 
The use of sweet milk had been discontin- 
ued and acid milk used in the preparat’on 
of all malt soup mixtures. Made with the 
acid milk the acidity averaged about 48. 
Dr. Shaw said they were now using plain 
malt extract, which did not contain the 
alkali, with very satisfactory results, and 
this had an average acidity of 65. 

In the preparation of acid milk, more 
recently a technique had been used recom- 
mended by Miss Thesinghe, a trained nurse 
from Holland, who claimed that it was the 
method in general use in that country. 
Fresh whole milk was poured into a bowl, 
covered with cheese-cloth, and allowed to 
sour for two days in a warm room until 
thick like junket. It was then churned in 
a small glass butter churn for several min- 
utes until it resembled fluid milk. A heap- 
ing tablespoon of sugar and one of flour 
for each quart were mixed into a paste with 
a little of the milk, and this was added to 
the churned milk and then boiled three to 
five minutes while stirring. By adding a 
little soured milk to the fresh milk, as a 
“starter,” it would sour sufficiently in 
twenty-four hours. This could be fed with- 
out dilution to very small infants, although 
it was best to add one-half to one ounce of 
water in each feeding for the first few days. 
Up to May 1, 46 babies received this food 
at St. Margaret’s besides 14 in private 
practice. In order to preserve the anti- 
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scorbutic vitamin, one-half the formula was 
boiled while the other half of the acid milk 
was added uncooked. The babies, fed on 
acid milk mixtures, for a long period of 
time in institutions, looked healthier and 
thrived better on the average than those 
fed on the regulation sweet milk formulas. 





Mass Treatment of Hookworm Infec- 
tion. 

Muaskak, in the Indian Medical Gazette 
for June, 1922, states that it was necessary 
to work out a simple and effective method 
of treatment which would not involve inter- 
ference with the people’s work and which 
could be safely given to all persons indis- 
criminately without previous microscopical 
examination of each case. 

This is the problem he undertook to solve, 
while inquiring into the correlation between 
the chemical composition of anthelmintic 
drugs and their therapeutic values, in col- 
laboration with Rev. Father J. F. Caius. 

They adopted the following procedure as 
the one most likely to enable them to reach 
the end they had in view: (1) To examine 
the chemical nature of the anthelmintic. 
(2) To determine its toxicity toward the 
host; the rate and amount of absorption if 
any; its neutralization in the system; its 
elimination by the kidneys and in the feces. 
(3) To determine its action on the hook- 
worm, whether vermicidal or vermifugal, 
or both. (4) To express its degree of 
efficiency in terms of the percentage of 
hookworm removed with one test treatment. 

They started with a small dose of the 
drug in order to be able to follow up the 
possible toxic symptoms in the host; and 
the hookworm removal, with subsequent 
increasing dosages. They thus determined 
the maximum vermicidal dose, or the limit 
of tolerance of the patient to the drug, 
whichever was reached first. The above 
constituted their test treatments. Epsom 
salt was used as a purgative and was given 
in two portions, the first being given over 
night before treatment and the other after 
the anthelmintic had been taken; no food 
was allowed until the bowels had moved 
well after the treatment. 
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As 60 grains of thymol in hourly 20- 
grain doses had proved a very efficient and 
reliable anthelmintic, they used it in all sub- 
sequent treatments to ascertain the total 
number of hookworms in each case. This 
was their standard treatment. 

The stools passed after the treatment 
were collected and washed ; the worms were 
picked out, classified, and counted. In this 
way they examined all the stools for five 
days after a treatment, or until no hook- 
worms had been found for two consecutive 
days. The standard treatment was repeated 
at intervals of ten or more days, as long as 
hookworms or their ova were found in the 
feces. The sum total of hookworms passed 
in the several treatments represented the 
total hookworm content of the person, or 
a group of persons, treated. 

Fifty-four substances have thus been 
tested. 

With the exception of chloroform, which 
may prove a very valuable drug in the 
treatment of Ankylostomum infection under 
hospital conditions, all drugs but three have 
been found more or less deficient. The 
only three drugs which need be taken into 
account are oil of chenopodium, thymol, and 
betanaphthol. 

Oil of chenopodium is a mixture in which 
the several constituents are present in vari- 
ous proportions. It deteriorates with age 
and may easily be adulterated. It is a 
powerful vermicide, acting both on Anky- 
lostomum and Necator, but is highly toxic. 
The toxic and vermicidal properties reside 
in the same active principle and are there- 
fore interdependent. It has no vermifugal 
properties and should therefore be followed 
by a purgative. The optimum dose is dif- 
ferent for every sample, and so far there 
is no accurate and simple method for de- 
termining it. The results shown here were 
obtained with an oil which contained 66 
per cent ascaridol. Under these conditions 
there will always subsist an element of 
doubt as to the safety of the treatment 
which will necessitate hospital conditions. 

Thymol and betanaphthol are solid drugs 
of constant chemical composition, not de- 
teriorating with age, and easily obtained in 
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the pure state. Their dosage is thus easy 
and certain. They are very soon eliminated 
from the system, the danger of poisoning 
for the host being thus greatly dim:nished ; 
and their quick disappearance from the 
intestine renders the after-purge and any 
restriction on the nature of food unneces- 
sary. Both are powerful vermicides, acting 
both on Ankylostomum and Necator, and 
have marked vermifugal properties. Treat- 
ment with either of them may then be re- 
duced to the simple ingestion of the drug 
in proper dosage. The optimum dose for 
healthy adults was found to be 50 grains. 

The comparative efficiency of the three 
drugs was next based on the percentage of 
cures obtained with one test treatment. 

The method they adopted for examination 
gave accurate results for 99 per cent of the 
samples examined; they nevertheless took 
the precautionary measures of basing their 
results on four thorough consecutive exam- 
inations—two consecutive days of two con- 
secutive weeks—the first examination being 
made on or after the twelfth day of treat- 
ment. 

The results show that 67.6 and 71.9 per 
cent of cases are cured with one treatment 
of 50 grains of thymol and betanaphthol 
respectively, the drug being given in one 
dose without any purgatives. 

In the belief that an alkaline substance 
would aid their action by removing the 
mucus surrounding the worms and enabling 
the drug to reach them more easily, 25 
grains of light magnesium carbonate were 
intimately mixed with 50 grains of the 
anthelmintic. The percentage of cures rose 
to 71.4 in the case of thymol and to 76.0 in 
the case of betanaphthol. 

The comparative efficiency of thymol and 
betanaphthol was further determined from 
the average number of treatments required 
to cure a group of infected persons. A 
series of cases was treated with the same 
anthelmintic and by the same method of 
treatment—without purgatives—until cure 
followed. The drugs were given in a single 
dose of 50 grains mixed with 25 grains of 
light magnesium carbonate. The results 


were very nearly equal: 1.4 treatments (or 














70 grains) of either drug being required 
on the average to effect a complete cure. 

This information is of value for the mass 
treatment of hookworm infection, when 
cost is an important factor to be considered. 

Another valuable finding was that in ad- 
dition to its immediate vermicidal action, 
an anthelmintic also has a remote action 
which brings about delayed cures. Beta- 
naphthol was given once to two series of 
cases in doses of 30 and 50 grains in a sin- 
gle portion without purgatives, with the 
following results: 

This experiment shows that except in 
proved cases of reinfection a treatment 
which is known to be efficient need not be 
followed by any other. 

Experiments on adult healthy male 
Tamilians under sanitary jail conditions 
showed, then, that (1) both thymol and 
betanaphthol are good anthelmintics pos- 
sessing both vermicidal and vermifugal 
properties; (2) the treatment can be re- 
duced to the simple ingestion of the drug 
in proper dosage; (3) not more than one 
treatment need be given. 

This routine not interfering with the daily 
occupation of the individual is likely to find 
favor with the masses, and therefore meets 
the condition of a light and widely spread 
infection. The elimination of the purges 
and absence of medical supervision help 
materially in bringing down the per capita 
cost ‘of treatment. 

Quite recently they had the opportunity 
of giving the three drugs—thymol, beta- 
naphthol, and oil of chenopodium—a fair 
trial, on a tea estate. Treatments were 
administered to all irrespective of age and 
sex. Pregnant women were also treated. 
Their intention was to determine which of 
the three drugs should be retained for the 
treatment of labor forces—a treatment 





which must be safe, cheap, simple, and 
efficient. 

Thymol and betanaphthol in a maximum 
dose of 50 grains mixed with 25 grains of 
light magnesium carbonate were given 
without purgatives according to the appar- 
ent age of the person. 


Chenopodium oil 
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was given in 2-cc doses and was followed 
by a purgative. 

About 1600 cases were treated with thy- 
mol, 900 with betanaphthol, and 2200 with 
chenopodium oil; and the conclusions were 
that: (1) the chenopodium treatment was 
efficient but toilsome, costly, and uncertain 
as to its safety; (2) both thymol and beta- 
naphthol treatments were efficient, simple, 
and safe; one treatment being sufficient to 
reduce 93 per cent of hookworm infection; 
(3) all other things being the same, thymol 
treatment at 1 anna 9 pies per head is de- 
cidedly more costly than the betanaphthol 
treatment at 8 pies per head. 

The same three drugs were again tried 
on another tea estate where the health of 
the people was poor, and malaria and fevers 
usually claimed a heavy toll. The adult 
dose of thymol was accordingly reduced to 
40 grains. About 4300 treatments were 
given with thymol, 1400 treatments with 
betanaphthol, and the same number with 
chenopodium oil. The results, while con- 
firming the previous findings, showed 
that pending further research betanaphthol 
should be given with caution to debilitated 
persons. 

Their conclusion is, therefore, that the 
one dose of thymol or betanaphthol treat- . 
ment without purgatives is simple, effec- 
tive, and safe. As no previous microscopi- 
cal examination of feces is required and 
as the drug need be administered but once, 
the treatment is likely to find favor with the 
masses. 





Xanthoma Tuberosum with Diabetes 
Insipidus. 

In the Archives of Pediatrics for June, 
1922, GRIFFITH reports a case which oc- 
curred in a boy of nine years, who came on 
September 21, 1921, on account of “yellow- 
ness” and swelling of the abdomen. En- 
largement of the abdomen was _ noted at 
three years, but was temporary. Appar- 
ently in good health until January, 1919, 
except for poor nutrition. At this time an 
attack of jaundice, from which he recovered 
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in two or three weeks. Over a year later, 
in April, 1920, a fall on the head was fol- 
lowed by a lump, which disappeared, but 
soon another developed, which was excised 
and the bone scraped. This was in Septem- 
ber, 1920, five months later. Injections of 
mercuric chloride started, on the ground of 
possible syphilis ; this in October, 1920. A 
few days later icterus developed, abdomen 
became enlarged, the liver also enlarged, 
deb.lity and emaciation came on, and these 
symptoms continued. At the same time 
small nodules appeared on the skin of the 
palms and the neck, and these spread more 
or less over the body. In the summer of 
1921 polydipsia and polyuria developed. 
His weight was 32 pounds, 10 ounces. There 
was universal jaundice; some nodules on 
the skull, particularly as shown by x-ray 
examination. Parchment-yellow papules 
and maculopapules, especially about the 
nose, mouth, eyelids, side of the neck, 
axille, palms, flexor and extensor surfaces 
of the limbs; and large and abundant about 
the knees. The liver was found distinctly 
enlarged, both upward and downward; 
spleen also enlarged and felt 4 cm. below 
the costal margin. Blood-pressure was par- 
ticularly low—78 systolic and 58 diastolic. 
The amount of urine varied from 5000 to 
8000 ce daily. Under the administration of 
sodium chloride it rose to 10,000. The spe- 
cific gravity was always low, usually below 
100%. Pituitary extract given by the mouth 
had no effect, but the obstetrical prepara- 
tion of p:tuitrin given hypodermically, 1 cc 
daily, reduced the amount of urine to nor- 
mal, but did not affect its specific gravity. 
A study of the basal metabolism showed 
nothing abnormal. 

There was no reduction in the amount of 
hemoglobin or of the red blood cells; a 
slight leucocytosis; an increased resistance 
to hypotonic salt solution; blood-sugar was 
0.06 per cent, blood cholesterol 397 mgm. 
to 100 cc Wassermann, negative. [Feces 
contained no bile pigment ; an excess of fat. 
A phenolsulphonephthalein test of urine 
gave 25 per cent excreted the first hour; 10 
per cent more in the second. Child in the 
hospital two months, and left with little 
change in his condition. 
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The case was of interest for the following 
reasons: (1) The uncommonness of xan- 
thoma tuberosum; (2) the extreme rarity of 
jaundice as a symptom of it in childhood; 
(3) the remarkable combination of xan- 
thoma with diabetes insipidus; (4) the con- 
firmation by the saline test of the view that 
in diabetes insipidus there is an inability of 
the kidneys to concentrate the urine; (5) 
the fact that pituitrin, although diminish- 
ing the urine, did not increase the specific 
gravity. 





Indications for Tonsillectomy in Infancy 


and Childhood. 


In the Archives of Pediatrics for June, 
1922, HEIMAN states that during the past 
few years there has been engendered in 
the minds of medical men an unbounded 
sp.rit of antagonism toward the faucial 
tonsils. Last year medical school inspec- 
tors in New York City recommended tonsi! 
treatment for 49,230 children. If the 
problem were extended to the whole coun- 
try, it would undoubtedly include more 
than a million children. The fact should 
be emphasized that tonsillectomy is quite a 
major operation. Its risks are very defi- 
nite. Numerous serious complications have 
been reported and a large number have not 
been reported. The indiscriminate removal 
of the tonsils should be condemned. After 
outlining briefly the history of tonsillectomy, 
discussing the functions of the tonsils, and 
presenting an analysis of 200 cases observed 
in private practice in which the tonsils had 
been previously removed for a variety of 
reasons, he has formulated rational indica- 
tions for tonsillectomy. 

In his group of cases he has seen the 
development of a definite lung abscess, 
acute otitis media, followed by a mastoid, 
and three severe cases of pharyngitis after 
tonsillectomy. During the past three years 
there were admitted to the pediatric service 
of Mt. Sinai Hospital seven cases of lung 
abscess, seven cases of bronchopneumonia, 
and one case of lobar pneumonia which de- 
veloped after removal of the tonsils. In 
inspecting cases for removal of the tonsils 
and adenoids, we should be guided by safe 




















and conservative principles: (1) If ob- 
structive symptoms (mouth breathing and 
snoring at night) are present with evidence 
of high arched palate, as the cause of ob- 
struction, the adenoids should be removed. 
(2) If there is a persistent nasal discharge 
that does not yield to the usual therapeutic 
measures, and in the absence of a sinusitis, 
then adenoidectomy should be performed. 
(3) If the tonsils are sufficiently large to 
cause obstruction, difficulty in breathing or 
swallowing, tonsillectomy is indicated. One 
must not be misled, however, by the presence 
of a large tonsil that appears to be obstruc- 
tive, a tonsil that is rather pushed out to- 
ward the median line by the presence of a 
deep cervical adenitis. He has described 
these cases of parapharyngeal adenitis, 
which occur most commonly after grippe, 
scarlet fever, and measles. (4) If the fre- 
quent occurrence of tonsillitis has produced 
definite disease in the tonsils, as evidenced 
by irregularity, raggedness, and friability, 
tonsillectomy is indicated. (5) If there is 
recurrent accumulations of cheesy material 
in the crypts of the tonsils, or if, on pres- 
sure, this might be extruded from the ton- 
sils, with the presence of a foul odor of 
the patient’s breath and symptoms of toxic 
absorption, the tonsils should be removed. 
(6) In cases of persistent cervical adenitis 
following tonsillitis, whether of pyogenic or 
tuberculous origin, tonsillectomy is indi- 
cated. 

Heiman has laid these rules down, but 
states that each case must be studied indi- 
vidually, and the advantages and risks con- 
sidered before operation. Tonsillitis alone, 
ur when associated with other conditions, is 
usually but a manifestation of systemic 
infection. If the infection becomes gen- 
eralized, it occurs in spite of the tonsil, not 
because of it. A careful sifting of the ma- 
terial and critical observation of the cases 
cannot but lead one to the conviction that 
the tonsils have a definite function to per- 
form. In their enthusiasm over tonsillec- 
tomy, these were frequently entirely disre- 
garded. He urges the codperation of the 
profession to banish the desire to remove 
every tonsil and to substitute more conserv- 
ative and rational principles. 
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Mycotic Infections of the Lungs Simu- 
lating Tuberculosis. 

In the Bulletin of the Henry Phipps In- 
stitute of Philadelphia for July, 1922, it is 
stated that the usual experience of those 
who have reported examples of these infec- 
tions is that they were at first believed to 
be tuberculosis. The patients complain of 
cough, expectoration, and blood-streaked 
sputum or hemoptyses. They usually lose 
weight, and fever of an irregular type is 
present. The physical signs, when the le- 
sion is located at the apex of the lung, are 
not to be distinguished from those occurring 
in tuberculosis. The x-ray findings are 
also those encountered in the latter infec- 
tion. 

The mycotic infections may involve any 
portion of the lung and are often limited 
to one or the other of the lower lobes. The 
condition should not be m'staken for tuber- 
culosis if the lower lobes alone are involved, 
as it is almost universal for tuberculosis to 
begin at the apex and extend downwards. 

In the case of a patient who has all of 
the symptoms and physical signs commonly 
encountered in pulmonary tuberculosis, but 
in whom tubercle bacilli are persistently 
absent in the sputum, some other cause of 
the trouble should be thought of. Failure 
to examine the sputum, believing the case 
to be undoubtedly one of tuberculosis, or a 
failure to heed the occurrence of a number 
of negative sputum examinations, probably 
explains why more of these infections are 
not recognized. 

The presence of skin lesions or chronic 
sinuses in the neck or chest wall or a resi- 
dence in some one of the so-called endemic 
centers should be suggestive. As few 
practitioners possess the requisite skill to 
detect the various mycoses, the sputum in 
suspicious cases should be sent to a com- 
petent bacteriologist. 

In all of these conditions iodide of potas- 
sium is recommended. A number of cures 


have been reported. On the other hand, 
many observers have failed to obtain fa- 
vorable results from this drug. As it offers 
the only hope, however, iodide of potassium 
should always be given once the diagnosis 
is established. 
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The Results of Treatment in Syphilis of 
the Central Nervous System. 

HEarw, in the British Medical Journal of 
July 8, 1922, states that a man is much more 
likely to develop nervous syphilis if his 
primary sore is of the papulo-erosive type. 
In the 100 cases under review 64 showed no 
trace of any scar, 33 showed the slight and 
almost invisible type of scar which follows 
a papulo-erosive chancre when it leaves any 
scar at all, two showed scars typical of a 
papulo-ulcerative chancre, and in only one 
case did the scar prove that the original sore 
was a primary granulating chancre. One 
may, therefore, suggest that the smaller and 
the more transient the original sore the 
more likely is the patient to develop a ner- 
vous manifestation in later years. This no 
doubt explains why it is that so many pa- 
tients suffering from obvious nervous syphi- 
lis are unable to give any history of an 
original infection. 

Seventeen were of the meningeal, inter- 
stitial, or late secondary type, and of these 
two were definite “neuro-recurrences” fol- 
lowing salvarsan. In one case a facial par- 
alysis appeared seven weeks after the last 
injection of neosalvarsan, and fourteen 
weeks from the appearance of the sore, the 
treatment having consisted of 3.6 grammes 
of neosalvarsan administered in six weekly 
injections of 0.6 gramme. The other case is 
described in detail later. Of the remaining 
15 cases, 10 had had no treatment worth 
mentioning, 3 had been well treated for 
nearly two years with injections of neosal- 
varsan and mercury, and 2 had taken mer- 
cury internally—in one case for eighteen 
months and in the other for a year. 

As the result of treatment all these pa- 
tients were restored to normal health, so far 
as could be determined both by clinical and 
pathological means. There is, however, one 
exception to this statement. It was found 
that patients who complained of tinnitus 
aurium never lost this distressing symptom. 
The above good results only occurred pro- 
vided the special treatment was followed up 
by an ordinary course of treatment for the 
syphilis. If this was neglected, the menin- 
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geal symptoms tended to recur and the cere- 
brospinal fluid to become pathological again. 

Degenerative or parenchymatous cases 
were materially benefited by treatment, so 
far as their subjective symptoms were con- 
cerned. Eighty-three cases were treated, 
but in no instance was it found possible to 
bring about any alteration in the physical 
signs, or to effect any permanent improve- 
ment in the pathological picture presented 
by the cerebrospinal fluid. The question of 
treating this type of case was decided, not 
by the patient’s physical signs but by his 
symptoms. If he complained of severe 
lightning pains, bladder trouble, or any other 
of the common symptoms of degenerative 
lesions, such as are met with in tabes or 
taboparesis, then it was found that the 
special treatment outlined below would al- 
most certainly improve him. But if he com- 
plained of nothing, and the condition was 
discovered during examination, then it was 
found best to leave him alone. 

The condition of the cerebrospinal fluid 
was found to be of no value in deciding 
whether a patient suffering from degenera- 
tive neurosyphilis should be treated. Four 
of the eighty-three cases were clinically 
typical tabetics, but the cerebrospinal fluids 
were normal. All the same their subjective 
symptoms were greatly improved by treat- 
ment. It was found useless to gauge the 
efficiency of the treatment by a progressive 
diminution in the cell count or in a reduc- 
tion of the positivity of the Wassermann 
reaction. Broadly speaking, all the tests em- 
ployed appeared to be uninfluenced by treat- 
ment. It is true that in two of the eighty- 
three cases the cell count came down to 
single figures, and in one the Wassermann 
reaction became negative, but this exception 
is not sufficient justification for assuming 
that the change wrought was necessarily the 
result of the treatment. It is too often for- 


gotten that the tabet.c lesion tends to come 
to a standstill, and in such cases the cerebro- 
spinal fluid may become normal once more. 

In contraindication to the generally ac- 
cepted view, general paretics were improved, 
and the onset of insanity postponed, pro- 
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‘vided that they were brought under treat- 
ment before they had become obviously 
stupid and fatuous. When the latter stage 
was reached treatment was worse than use- 
less and only accelerated the fatal termi- 
nation. Seven patients were treated in this 
series, of whom two were already stupid. 
These latter made no improvement: one is 
dead and the other in an asylum. But the 
other five are all holding their own, and 
three of them are certainly distinctly better. 
Their cerebrospinal fluids, however, are just 
as pathological as on the day when they 
started treatment, and it may be mentioned 
in passing that when once the gold sol curve 
has assumed the paretic form it never 
changes again. mi x 

On the first day on which the patient was 
seen and a clinical diagnosis of nervous 
syphilis either made or suspected, the cere- 
brospinal fluid was examined so as to corre- 
late the pathological findings with what was 
noted on ordinary clinical examination. A 
week later the patient was given a maximum 
intravenous injection of one of the salvarsan 
substitutes, and after a further interval of 
one week the injection was repeated and im- 
mediately followed by drainage of the thecal 
canal. This method of alternate weekly in- 
jections and injections plus drainage was 
continued until the patient had received eight 
injections and four tappings. In addition 
most patients received one or more intra- 
muscular injections of intramine to intensify 
the action of the salvarsan substitutes, and 
to ward off metallic intoxication. The pa- 
tient was then put on a potassium iodide 
mixture (with mercury as well if the case 
was “meningeal”) and the course repeated 
in two or three months’ time if he felt no 
better, or if the symptoms returned. Pro- 
vided that a suitable interval had elapsed 
since the termination of the last course, it 
was found that the patient’s symptoms were 
the best indication as to when it was advis- 
able to begin another. 

The method outlined above was used in 
preference to the intrathecal injection of 
salvarsanized or mercurialized serum, for 
the following reasons: The treatment 
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adopted is extremely simple, it causes the 
patient little or no distress, and it can be 
done with complete safety in the out-patient 
department or the consulting room. The 
patient can get down from the table imme- 
diately the drainage is finished, and he is 
able to go about his ordinary business for 
the rest of the day. Headache was but 
rarely met with, and one might add that 
headache following lumbar puncture was 
found to be most infrequent when the cere- 
brospinal fluid showed evidence of nervous 
syphilis, whereas it was almost the rule when 
the fluid was normal. 

Recent researches tend to show that the 
function of the cerebrospinal fluid is to 
drain away rather than to supply, and that 
its withdrawal by lumbar puncture creates a 
negative pressure with a resulting ultra- 
filtration of substances from the blood. If, 
therefore, a drug is injected intravenously 
and the thecal canal drained immediately 
afterward, the drug should be drawn more 
rapidly through the choroid plexuses on ac- 
count of the negative pressure thus set up. 
Furthermore, if one accepts this view of the 
function of the cerebrospinal fluid, the whole 
rationale of intraspinal medication falls to 
the ground, and one must conclude that the 
good results which do undoubtedly some- 
times follow intrathecal injections of salvar- 
sanized serum are due not to the injections 
but simply to the drainage. In this connec- 
tion the work of Barbat is most striking. 
He showed that in 26 patients who were 
given an intravenous injection of neosalvar- 
san and tapped immediately afterward, it 
was possible after twenty-four hours to 
demonstrate 0.025 part of arsenic per 
100,000 in the cerebrospinal fluids of 23 of 
them. While, on the other hand, Rieger 
and Solomon showed that if three hours 
were allowed to elapse after the injection 
no arsenic could be detected in the cerebro- 
spinal fluid. 

We can assume, then, that drugs injected 
intravenously do reach the cerebrospinal 
fluid, provided that the injection is followed 
immediately by an auxiliary tapping. Fi- 
nally, this treatment is absolutely harmless, 
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while it was found that intraspinal injections 
of salvarsanized serum did in a few cases 
materially aggravate the lesions. It was be- 
cause of this that McDonagh introduced the 
method now used at the Lock hospitals. 





The Effect of X-ray Therapy upon the 
Bacterial Flora of Tonsils. 

Nuzum, in the California State Journal 
of Medicine for July, 1922, states that 
seven per cent of 218 pairs of tonsils re- 
moved presented no microscopic evidence 
of disease. 

Ninety-six and one-tenth per cent of his 
group of 218 tonsils harbored hemolytic 
streptococci. 

Of the three groups of hemolytic strep- 
tococci, Alpha, Alpha prime, and Beta, the 
latter were found much more frequently. 

There seemed to be a relation between 
the pathology of the excised tonsil and the 
type of organism it harbored. 

Poured plates were found much more 
satisfactory than streaked plates. ; 

X-ray therapy was effective in reducing 
the size of tonsils in but 16 per cent of this 
series. 

Hemolytic streptococci, the essential or- 
ganisms in chronically infected tonsils, were 
permanently removed in but 50 per cent of 
the patients treated. 





Arsenical Poisoning. 


In an editorial on this subject in the 
Lancet of July 15, 1922, reference is made 
to a communication by Sir William Willcox 
to the Medico-Legal Society. Amongst the 
more important points emphasized in this 
paper were that following the administra- 
tion of a fatal dose of arsenic the symp- 
toms and signs resulting from this dose 
may so exactly simulate natural disease 
that the diagnosis of acute arsenical poi- 
soning becomes a matter of great difficulty. 
Further, even at a post-mortem examina- 
tion in a fatal case, unless careful histo- 
logical preparations are made, combined 
with a full analysis of the organs, there 
may be nothing to indicate that the individ- 
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ual has not died from natural causes. Al-’ 
though arsenic is usually classified as an 
irritant poison producing diarrhea and 
vomiting, these symptoms are in reality less 
important than the rapid and serious dam- 
age to the liver, heart, and kidneys. The 
essential lesion in the liver is damage to 
the liver cell resulting in derangement of 
function, and this is a constant feature, 
whether the poison is in inorganic form or 
is some arsenobenzol derivative. Sir Wil- 
liam Willcox was not alone among the 
speakers in referring to the dangers of the 
intensive treatment of syphilis with arseno- 
benzol derivatives; while the syphilis may 
be cured, there is a definite risk of per- 
manent damage to the liver cells. 

The analyses of the various organs of the 
body in the poison cases cited were of some 
interest, the following points being espe- 
cially worthy of notice: The liver in every 
case showed a larger percentage quantity 
of arsenic than any other organ, with the 
exception of portions of the alimentary 
tract when the dose had been quite recent. 
This absorption of arsenic by the liver is 
apparently protective to the rest of the 
tissues at the expense of the liver cell. The 
portion of the alimentary canal in which 
the largest amount of arsenic is found gives 
some indication of the time which has 
elapsed between the dose and death, also 
of the mode of administration. Only very 
minute quantities are found in the brain, 
lungs, and the bone. The absence of ar- 
senic in the hair, skin, and nails is evidence 
against repeated or prolonged administra- 
tion of arsenic, but the converse is not 
necessarily true, as it is almost impossible 
to prevent impregnation of the hair with 
fluids from the coffin or from sweat, both 
of which may contain arsenic. After me- 
dicinal doses of liquor ansenicalis or simi- 
lar preparations, it is not common to find 
arsenic present in the urine and feces after 
about fourteen days. 

The regulations for the sale of arsenic 
were considered by the meeting especially 
from the point of view of increasing their 
stringency, but owing to the extensive com- 
mercial uses of arsenic it was admitted that 

















there are bound to be leakages, when op- 
portunities for murder and suicide as well 
as accident will inevitably occur. Another 
source of danger which must not be for- 
gotten is the laboratory, where not only 
poisons but living cultures of pathogenic 
microorganisms are available. Now that 
science is increasingly taught at schools and 
universities, it may become necessary to 
consider regulations with respect to labora- 
tory material. The difficulties of provid- 
ing legislation to limit free access to and 
from laboratories would be great. Regula- 
tions would inevitably hamper: the honest 
worker, whereas, however carefully they 
were framed, it would be almost impossible 
to foil any would-be murderer who had 
access. 





Digitalis in Cardiac Disease. 


In the Boston Medical and Surgical Jour- 
nal of July 13, 1922, CurisTIAN states that 
there are a number of misconceptions about 
digitalis therapy now in vogue, some very 
generally. Some of these are: 

(a) That a regular pulse indicates that 
a poor digitalis effect will be obtained. 

(b) That striking digitalis effects are con- 
fined to patients with auricular fibrillation. 

(c) That a slow pulse indicates that a 
poor digitalis effect will be obtained. 

(d) That a fast pulse is an indication for 
the use of digitalis. 

(e) That a murmur is an indication for 
the use of digitalis. 

(f) That cardiac enlargement is an indi- 
cation for digitalis. 

(g) That aortic insufficiency is a con- 
traindication for digitalis. 

(h) That myocardial degeneration is a 
contraindication for digitalis. 

(7) That high blood-pressure is a con- 
traindication for digitalis. 

(j) That arteriosclerosis is a contraindi- 
cation for digitalis. 

(k) That angina pectoris is a contraindi- 
cation for digitalis. 

(1) That nausea and vomiting are due to 
some undesirable constituents in the digi- 
talis preparation that may be removed by 
pharmaceutical art. 
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Other misconceptions might be enumer- 
ated, but sufficient have been given to oc- 
cupy us at present. 

Now let us elaborate somewhat on those 
of the above statements that do not seem 
clear or for which further evidence appears 
to be desirable. As to the toxic effects and 
dangers of digitalis little need be added to 
what he has already said. The striking fact 
is that serious toxic effects and real harm 
from digitalis therapy are almost never seen. 
Very often symptoms regarded as the re- 
sult of digitalis are really due to failure to 
give enough digitalis to control. cardiac 
symptoms. So often digitalis is stopped or 
some other cardiac drug is used because of 
nausea, when it is more digitalis, not less, 
that is needed to abate the nausea. 

It needs to be recognized that very often 
the digitalis which the patient purchases has 
but slight potency. A serious error is to 
regard a drop as a minim and to prescribe 
15 drops of tincture of digitalis, thinking 
to give 15 minims; the patient taking 15 
drops often gets but five minims, rarely 
more than seven—both very small doses. 
This error accounts for such unconscious 
prescribing of too small a dose. The rest 
comes from the digitalis being of low po- 
tency. He urges the abandoning entirely 
of directing patients to take any number of 
drops of digitalis tincture; most desirable 
doses contain too many drops to ask your 
patient to use such a crude method of 
measurement. 

All too often digitalis is given on the part 
of the physician when the indications for 
its use are not evident. There should be 
definite evidences of cardiac insufficiency 
before digitalis is given. Increased heart- 
rate alone is never the result of cardiac in- 
sufficiency and never the indication for 
digitalis therapy. This may seem a strong 
statement, but following it will, he is sure, 
improve our digitalis therapy and save. one 
from giving it when it will do no good and 
may do harm. Paroxysmal tachycardia 
does not respond to digitalis, and digitalis 
does not affect simple tachycardia. In in- 
fectious diseases a rapid regular pulse, in 
his opinion, is not an indication for digitalis, 
and its use will do the patient no good. He 
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sees no advantage in the routine use of 
digitalis in pneumonia, a quite usual pro- 
cedure. In the pneumonia doing badly with 
a rapid, weak pulse, he has never seen digi- 
talis help and he has stopped using it in 
such cases. If auricular fibrillation devel- 
ops or cardiac decompensation is present, 
digitalis is very useful. It then behooves 
practitioners to recognize clearly what are 
the symptoms and signs of cardiac decom- 
pensation, and these he has already enum- 
erated. He adds that no murmur of what- 
soever sort, nor enlargement of the heart, in 
itself is.an indication for digitalis therapy. 





Acute Abdominal Conditions in Chil- 
dren Due to Errors in Diet. 

Le BovuTitiier, in the Philadelphia 
Weekly Roster and Medical Digest of 
July 1, 1922, states that a large percentage 
of all cases of gastrointestinal diseases in 
children are caused by errors in diet; this 
is particularly true during the summer 
months when the heat and humidity will 
cause foods, which in other conditions are 
perfectly suitable, to be indigestible to the 
individual infant or child, causing condi- 
tions varying from acute gastric indiges- 
tion to acute gastroenteritis. 

In infants the cause must be found be- 
fore the condition can be cured. If breast- 
fed, the quality of the milk must be de- 
termined and the health of the mother must 
be looked into; while if bottle-fed, the ques- 
tion of the fat, sugar and proteid content 
must be studied to find which one is at 
fault. It will be found that the fats, in 
summer, cause more disturbance than the 
sugar or proteid, as a rule; in some cases 
which have not been under the care of a 
physician it will be found that the sugars 
have been much too great in amount and 
are the cause of the upset. Again, the 


quantity at times plays an important part, 
as the stomach is overfilled, and by the 
motility being impaired the contents are not 
so quickly passed out and some remains 
there until the next feeding takes place; 
this also may happen when the feedings 
are too close together. 
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In older children overfeeding itself plays 
an important part, particularly in the acute 
gastric and intestinal indigestions; while 
indigestible foods, such as cake, candy, and 
pastry, are important factors. Over-ripe 
fruit will in many instances be found to be 
at the bottom of the trouble. Bad milk 
which has been pasteurized or sterilized 
still retains the toxins from the bacteria 
which it contained before treatment, and 
these will at times cause trouble, while un- 
pasteurized milk which is unclean contains 
many bacteria which may be pathogenic and 
set up an acute inflammation. 

The symptoms produced by these errors 
in diet vary in intensity but give the same 
general picture. As a rule the gastric con- 
dition first presents more or less offensive 
breath, coated tongue, fever, slight at first, 
becoming higher as the disease progresses, 
until in the gastroenteric forms it will 
reach 103° F. or over. Pallor associated 
with nausea and followed by vomiting, 
which may occur only once or twice or at 
times will be continuous for some hours or 
days. Thirst is present in all of these con- 
ditions, and where the vomiting is continu- 
ous is one of the most distressing symp- 
toms. Prostration varies greatly, accord- 
ing to the acuteness and length of the at- 
tack. Abdominal pain is present in all 
cases to a greater or less extent, depend- 
ing much upon whether there is an acute 
inflammation or a simple irritation. Consti- 
pation for at least twenty-four hours is the 
most frequent condition, though there are 
cases in which diarrhea is present from the 
start. In the intestinal form of these dis- 
eases diarrhea always takes place sooner 
or later and varies much in the number and 
character of the stools; in a general way 
the number of stools will be from five to 
twenty in twenty-four hours, and the char- 
acter changes from containing undigested 
food at first to liquid or frothy, greenish 
yellow in color and containing much or lit- 
tle mucus. 

The prognosis depends upon the condi- 
tion of the patient when the disease starts, 
how long the trouble has progressed before 
active treatment has been started, the care 

















with which the treatment is carried out, and 
the type of infection which is present; in 
other words, the more healthy the patient 
has been before the attack, the shorter the 
time before the treatment is started, the 
better will be the prognosis. 

The general principles of treatment are 


the same for all conditions. Wash out the 
stomach, either by means of the stomach 
tube or by g.ving a large amount of salt 
or soda bicarbonate water by mouth to 
cause vomiting, which will clear out any 
food remaining there; this to be followed 
by a dose of castor oil (1% dr.) or calomel 
1 gr. in divided doses or in one dose, or in 
some of the older children a drachm of 
magnesium sulphate in a glass of hot water. 
An enema should now be given so that the 
lower intestine will be cleared out. Follow- 
ing these measures rest of the gastrointes- 
tinal tract is essential. No food should be 
given for at least twenty-four hours; if 
there is little or no vomiting water in small 
quantities (14 to 1 oz.) every half-hour or 
so, or tea (1 dr. to the quart of water, 
brought to the boil and no sugar added), 
can be given hourly. For the pain a hot- 
water bottle, mustard paste applied to the 
abdomen or a hot mustard pack will be 
found useful; while in older children, if 
the pain be gastric, small doses of phenace- 
tin and bismuth subnitrate at times give 
relief. In the intestinal cases with diarrhea 
the same treatment should be carried out. 
The starvation period should not be con- 
tinued for too long a time or the resistance 
of the child will be so lowered from lack 
of nourishment that it will be very hard to 
build it up again. For infants the start of 
feeding should be with a weak mixture of 
fat-free milk and no sugar added; at times 
a clear vegetable soup may be used as the 
diluent, as it contains considerable of the 
water-soluble vitamines. Sugar is grad- 
ually added to the mixture, if the condi- 
tion has not been due to sugar in the first 
place; then a little whole milk is added, and 
in time takes the place of all the fat-free 
milk. It is well not to add cream to the mix- 
ture until the baby has entirely recovered. 
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In older children cut out all milk for 
some days, letting clear meat and vegetable 
soup take its place; follow this by the 
cereals, green vegetables, and light pud- 
dings, gradually getting back to the regular 
diet in from a week to ten days. 

As far as drugs are concerned they 
are of little value except in occasional cases. 
The diarrhea is as a rule controlled by the 
cleaning out of the gastrointestinal tract 
and the rest which follows. At times the 
bismuth preparations may be of use, but 
they are apt to be abused and more often 
cause harm, particularly if used too early. 


The same is true of the opium preparations. 


If there is much fermentation, the Bacillus 
bulgaricus or Bacillus acidophilus is of use. 

Cyclic or recurrent vomiting is due, he 
believes, to errors in diet, as it has been 
found that by testing the child with the 
food proteins and removing from its diet 
any food that shows even a partial reac- 
tion the case may be cured in a short time; 
in fact, many cases that have been so 
treated have not had any return attack, and 
two children who were allowed to eat some 
of the forbidden foods had an attack within 
three days. 





Complications Following Tonsillectomy. 


Lewis, in the Philadelphia Weekly Roster 
and Medical Digest of July 1, 1922, states 
that no operation for the removal of tonsils 
has as yet been perfected which will insure 
against complications. While he may be ac- 
cused of being somewhat pessimistic, he 
rather doubts that such an operation will 
ever be devised which will prevent compli- 
cation in all cases. Like the proverbial bad 
penny, complications turn up at the most 
unexpected time. Cases are reported oper- 
ated by improved technique without com- 
plications. Their time is not yet. So soon 
as all the members of the profession realize 
that tonsillectomy is not a minor operation, 
but essentially a hospital operation which 
should be performed by one experienced in 


throat surgery, with intimate knowledge of 
the anatomy, and under strict surgical care, 
and having previously ascertained the gen- 
eral condition of the patient—then will com- 
plications be fewer and the mortality less. 

Literature pertaining to this topic is 
meager, particularly text-book references. 

Hemorrhage, which is said to occur in be- 
tween one and eight per cent of all cases 
operated upon, is the most alarming and 
dangerous of all the immediate complica- 
tions following tonsillectomy. Mortality 
from this complication alone would be 
astounding if such could be accurately ascer- 
tained. 

Tonsillar hemorrhage may be primary or 
secondary, arterial or venous. Primary 
hemorrhage, that which occurs at the time 
of the operation ; secondary occurring some 
hours or days after operation, due evidently 
to displacement of a clot, or sloughing of 
the blood-vessel wall. 

The tonsil is well nourished by its extreme 
vascularity, being supplied by five blood- 
vessels, usually small, but oftentimes quite 
large: the ascending pharyngeal branch of 
the external carotid, the ascending palatine 
and tonsillar branches of the facial, the ton- 
sillar branch of the dorsalis linguz, and the 
descending palatine branch of the internal 
maxillary. The ascending palatine and ton- 
sillar branches of the facial form perhaps 
the chief blood supply. They pierce the 
superior constrictor muscle near the lower 
pole of the tonsil, extend upwards along the 
capsule, and enter the tonsil at its lower 
part. It is from this region that he has 
experienced the most bleeding. In addition 
to the normal blood supply, there are often 
arterial variations with which we have to 
deal. 

Schaeffer, Skillern, Fisher, and many 
others have reported cases of tortuosities of 
the internal carotid artery which have close 
and dangerous relations to the palatine ton- 
sil. Indeed, Schaeffer thinks it is not as rare 
as generally believed. Quoting from Schaef- 
fer’s recent article on the subject, he says: 
“The upward bend of frequent marked re- 
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dundancy and tortuosity of the cervical por- 
tion of the internal maxillary artery and the 
lingual artery lie dangerously near the 
pharyngeal tonsillar wall at the lower pole 
of the tonsil. Indeed, a high curving 
of the superior thyroid artery is at times 
related to the inferior pole of a large 
palatine tonsil. This is particularly true in 
high division of the common carotid. The 
internal carotid, under normal conditions, 
lies fully 2.5 centimeters away from the 
superior constrictor muscle and palatine 
tonsil.” 

With these anatomical facts in mind, is 
it a wonder that fatalities have occurred, 
particularly in the hands of the novice and 
occasional operator? And is it not some-. 
thing that we should constantly bear in mind 
in our operations? Pulsating arteries of the 
pharynx should be a timely warning and 
danger sign, and should be sufficient grounds 
for careful palpation in all cases before op- 
eration. 

The veins from the tonsils form a plexus 
in the walls of the tonsillar cavity. As Fet- 
terolf reported in 1912, the largest vessel of 
the plexus courses down the outer edge of 
the posterior pillar to join with the veins 
from the epiglottis and the base of the 
tongue, forming a large trunk which empties 
into the pharyngeal plexus. When injured, 
they sometimes produce very alarming and 
dangerous hemorrhage. 

No set of instruments for removal of 
tonsils, whether it be for the so-called blood- 
less operation or otherwise, is complete 
without the proper instruments for the con- 
trol of hemorrhage. Hemostats, whatever 
may be the individual preference as to make, 
shape, or size, should possess one essential 
feature, viz., perfect coaptation at the end 
of its jaws, so that just enough and no more 
tissue is grasped than is necessary. Muti- 
lation, tearing the aponeurosis of the supe- 
rior constrictor muscle, has resulted in 
serious septic cellulitis. 

In primary hemorrhage, elevate the ante- 
rior pillar, remove all clots, inspect carefully 
for any bleeding vessels, and grasp bleeding 
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points with hemostatic forceps. Crushing, 
especially in children, may be all that is re- 
quired. If not, place suture ligature around 
the bleeding vessel. Simple tying frequently 
becomes loose. Some operators practice 
suturing the anterior and posterior pillars 
together. When the cavity is sufficiently 
deep, a small gauze sponge may be sutured 
in place between the pillars. This is to be 
recommended when there seems to be gen- 
eral oozing from the tonsillar cavity. Others 
exert constant pressure by using some form 
of tonsillar clamp. In two cases he has seen 
this instrument stop hemorrhage when liga- 
tion of the external carotid seemed inev- 
itable. 

Besides the above mentioned mechanical 
means of controlling hemorrhage, the appli- 
cation of mineral or vegetable astringents 
has often been mentioned, and by some used 
routinely as a prophylaxis. Drugs and ani- 
mal extracts which act upon the blood and 
blood-vessel walls, or both, to influence clot- 
ting, have their place. 

Hemophiliacs should not be operated 
upon. If possible, determine the condition 
beforehand. In those whose coagulation 
period is above normal (714 minutes) the 
calcium salts have been advocated to supply 
the deficiency of the ionic calcium, which, in 
the opinion of some, is the cause of delayed 
coagulability. Animal extracts, as throm- 
boplastin and coagulose, when given hypo- 
dermically, is a treatment of choice by 
others. Fresh rabbit’s serum, normal horse 
serum, or blood transfusion have their 
strong adherents, while the use of antitoxin 
is varied, due to the danger to anaphylaxis. 

Ligation of the external carotid artery is 
the last resort. 

Among other complications which are 
frequently seen, unsightly, irreparable, and 
causing chagrin to the operator, is injury 
to the surrounding structures, as removal of 
the uvula and parts of the anterior and pos- 
terior pillars. 

Turner reports two cases of traumatic ad- 
hesions between the palate and pharyngeal 
wall, following enucleation of the tonsil, 
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which required operation to reéstablish 
nasal respiration. 

Septic infection of mild degree is fre- 
quently seen. This may be associated with 
involvement of the cervical lymphatics, and 
even abscess formation in the retropharyn- 
geal structures, associated with a marked 
cellulitis. 

Earaches and pain in swallowing are 
usually transitory. Beck recommends for 
these local application of tincture of iodine 
to the fosse, and gargling with warm tea 
and seltzer water, equal parts. 

To prevent acetonemia and acidosis, 
which sometimes follow this operation, he 
recommends the routine use of bicarbonate 
of soda 30 to 60 grains in one-half pint of 
water, per rectum, about one-half hour be- 
fore operation. 

Many fatalities have been attributed to 
the condition called status lymphaticus. 
Many cases of suppurative otitis media are 
reported following removal of the tonsils, 
and some even resulted in meningitis with a 
fatal termination. 

Septic rashes often make their appear- 
ance, which resemble some of the acute ex- 
anthemata, but disappear within a few days. 
He saw a case last summer, in consultation, 
which had all the symptoms of embolism. A 
healthy child was successfully operated on; 
local conditions quite satisfactory. A few 
hours after operation the patient developed 
paralysis of the right side of the body and 
loss of speech, which has persisted for sev- 
eral months but has gradually improved. 





Modern Aspects of Acute Empyema. 


WHITTEMORE, in the Boston Medical and 
Surgical Journal of July 6, 1922, states that 
the practical surgical technique is the closed 
suction method—that is, draining -the 
pleural cavity without allowing air to enter 
it. This should be used in the desperately 
sick, regardless of whether the pus aspirated 
is thick or thin; this operation being done 
with the hope of tiding the patient over his 
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critical condition, after which something 
more radical can be done if necessary. It 
should be used in the streptococcus cases, 
and also when one can get a case early, by 
which he means when the fluid aspirated is 
a thin pus containing an organism. 

We know that there is every argument 
against early operation by the open method, 
as the acute pneumothorax produced causes 
a high mortality; but there is no argument 
against this closed suction method in the 
early cases, as it is merely an aspiration so 
arranged that it does not have to be re- 
peated and the pleural cavity can be steri- 
lized by means of it. Draining the pleural 
cavity early, without allowing any air to en- 
ter, has many advantages over delayed 
drainage. In the early stage the lung is not 
adherent, but merely compressed by the 
fluid, and if one drains the fluid off without 
allowing air to enter, the lung will quickly 
expand; and provided air does not enter 
the pleural cavity, it will stay expanded. In 
early drainage such complications as septi- 
cemia, pericarditis and pyemia are much 
lessened; also the danger of small pockets 
becoming walled off from the general cavity 
is lessened. In fact, he has never had a 
secondary pocket in any so operated upon. 
One of the most frequent causes of chronic 
empyema—too late drainage—is largely 
done away with. 

The closed suction method is so simple 
and has saved so many lives in the past, 
and, if used in the correct cases, will con- 
tinue to save so many in the future, that it 
seems worth while to describe it again. This 
method has been much simplified since it 
was originally used. Some years ago he 
gave up the electrical suction pump and be- 
gan using a large 4-ounce glass syringe for 
suction and irrigations, and this has proved 
more satisfactory than the pump. 

A No. 22 French catheter is put into the 
pleural cavity, by means of a large trocar, 


between the eighth and ninth ribs. This is 


shut off with a hemostat before being put 
in and kept shut off all the time except 
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when aspiration of the fluid is being done or 
irrigation is being carried out. The catheter 
being sewed in tight and fastened also with 
adhesive plaster, the fluid is gradually re- 
moved. In cases in which there is a large 
amount of fluid he takes off about three or 
four ounces every twenty minutes until the 
cavity is dry. At this time the irrigations 
are begun with normal salt solution. These 
are kept up every two hours for the first 
twenty-four hours, and then irrigations with 
Dakin’s solution are begun. This should 
be used every two hours, and it is well to do 
one irrigation with salt solution once each 
twenty-four hours to prevent the catheter 
becoming clogged. On the third day fol- 
lowing operation, and every day after this, 
the skin around the catheter should be gone 
over with iodine for an area of two inches. 
In this way a secondary infection with 
staphylococci will almost always be avoided. 
Dakin’s solution in itself tends to prevent a 
secondary infection, but does not always do 
so, and iodine is a great aid. 

The only proof of an empyema being 
cured is when there are no longer any or- 
ganisms in the pleural cavity or the sinus. 
The most reliable test is to make a smear 
after all irrigations have been stopped for 
twenty-four hours. When he has had three 
tests taken at forty-eight-hour intervals that 
show no organisms he considers the pleural 
cavity sterile and removes all drainage ap- 
paratus, and to date he has never had a re- 
currence. One must not be misled by the 
presence of many leucocytes, as these will 
always be present. On the other hand, in 
following the exact Carrel-Dakin technique 
of taking a smear when no irrigations had 
been done for only two hours, and consider- 
ing the pleural cavity sterile when the smear 
showed not more than one organism to four 
or five fields, he has been disappointed sev- 
eral times in having a recurrence of the 
empyema. 

Local anesthesia is without question the 
best anesthesia to use in all cases of empy- 
ema. It can, of course, be used in all adult 
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cases and in practically all children and in- 
fants. It is only very rarely that it is neces- 
sary to give any infant a general anesthetic. 
It is very simple to introduce a catheter in 
the closed method under local anesthesia, 
and one or more ribs can be resected with 
ease, either by blocking the intercostal 
nerves near the site of the operation or by 
paravertebral anesthesia. If it is impossible 
to use a local anesthestic, and a general one 
must be used, gas-oxygen, given by an ex- 
pert, is the best ; but in the desperately sick, 
and in those cases in which the empyema 
has perforated a bronchus, it is a very 
dangerous procedure. It is dangerous in 
this latter group of cases as the patient may 
actually drown in his own pus, and if he 
does not do this he can easily spread the in- 
fection into the other lung. 

Whittemore no longer turns the patient 
onto his sound side with the empyema side 
up, as this many prove dangerous. It is bet- 
ter to operate with the patient sitting up in 
much the same position that the medical 
man uses for aspiration, or else lying prone 
on his face with his, arms stretched along- 
side his head. This is a most excellent posi- 
tion in which to operate. 

In the acute cases that have become 
healed one often leaves a cavity varying in 
size, but this cavity is sterile and will give no 
further trouble, as it gradually disappears 
by the lung expanding to fill it. This is in- 
teresting and important to recognize, as it 
is quite different from what takes place in 
a chronic case, in which the only cure is to 
obliterate the cavity before allowing it to 
close. It is a simple matter to sterilize a 
chronic cavity and get the sinus to heal, but 
there will always be a recurrence sooner or 
later as long as there is any cavity in a 
chronic case. 

Dakin’s solution, if correctly made and 
correctly used, will sterilize the pleural 
cavity more rapidly than any other solution. 
It is true that an occasional case does bril- 
liantly with normal salt solution irrigations 
only, but this is rare, and it is interesting to 
take one that has been on salt solution irri- 


( 


gations for two or three weeks and put it 
on Dakin’s solution, as immediately there 
are masses of fibrin noticeable which tend 
to clog the drainage tube. These masses of 
fibrin are, he believes, particles of the pyo- 
genic membrane which is being broken up 
and dissolved by the Dakin’s solution. In 
cases in which there is a pleuropulmonary 
fistula, Dakin’s solution will cause severe 
paroxysms of coughing, and if these are 
prolonged they may throw the patient into 
a state of temporary collapse. As it is pos- 
sible to have a pleural reflex set up by irri- 
gating the pleural cavity with Dakin’s solu- 
tion or any other solution, in these cases, 
which are extremely rare, it is hardly fair 
to blame the Dakin’s solution for the con- 
dition, as it is probable that using water or 
salt solution would have had the same effect. 
He has never seen any alarming hemor- 
rhage from the use of Dakin’s solution in 
the pleural cavity. In all cases there will 
be a slight bleeding from the healthy granu- 
lation tissue being irritated by the solution, 
which often occurs toward the end of the 
treatment when the cavity is nearly sterile, 
but this is of no consequence except as a 
sign that the pleural cavity is approaching 
the stage of sterilization. 

The after-care should not be confined to 
the sterilization of the empyema cavity 
alone, but the general condition of the pa- 
tient should be built up. Breathing exer- 
cises should be begun as soon as the pa- 
tient’s condition will permit. He still be- 
lieves in and uses the old-fashioned blow 
bottles, and can usually begin the use of 
these in two or three days after operation. 
The patient should continue to use these, 
not only until healed, but also for several 
months afterward. Breathing exercises and 
setting-up exercises should be insisted on 
when the patient is able to be up and about. 
These should be faithfully carried out for 
many months with especial care, not only 
to get the lung to work fully again, but to 
prevent any curvature of the spine. 

The golden time to cure a case is when 
it is still acute and not after it has become 
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chronic. The pneumococcus cases should 
be entirely cured—that is, sterile and 
healed—in from four to six weeks; the 
streptococcus ones generally take about a 
week or ten days longer, and the staphy- 


lococcus ones vary considerably. Some will 
heal in four or five weeks, and others, espe- 
cially those which are so commonly com- 
plicated with multiple small abscesses of 
the lung, will take much longer. 





Surgical and Genito-Urinary Therapeutics 


The “Bipp” Method of Treatment. 


RUTHERFORD Morison (Surgery, Gyne- 
cology and Obstetrics, May, 1922) speaks 
with even greater than his usual enthusiasm 
concerning the value of the “bipp” method 
of treatment, by virtue of which he believes 
that if an infected wound be operatively 
treated it need occasion no more anxiety 
than would a clean one. He reports on an 
extraordinarily large experience and in suf- 
ficient detail to prove his contention, and 
thus sums up his views: 

Clinical observation and experience are 
still of more value than laboratory findings 
and experiments in connection with the con- 
dition of wounds and as a guide to their 
treatment. 

The “bipp” method of treatment of in- 
fected wounds has established the fact that, 
by the use of suitable antiseptics, such 
wounds can be closed with impunity and 
that healing “by first intention” may follow. 

If it is possible to close infected wounds 
with impunity, it should also be possible to 
open abscesses, and, after treatment with 
antiseptics, close them again. The cases re- 
corded show that this can be done. 

Septic bone cavities have been the most 
prolonged and troublesome results of the 
late war. The largest and most obstinate 
can heal after treatment by the “bipp 
method,” and if filled with fat grafts, by 
“first intention.” 

If the wound opens up, or the skin cov- 
ering it sloughs, exposing the fat grafts, 
these need not be extruded, but will grad- 
ually become vascular and eventually will 
be replaced by new bone. Difficulty in ob- 


taining a satisfactory skin covering is the 
chief cause of delayed healing. 

Failures after fat grafting are the result 
of faulty technique. 

Lane plate fixation of bone grafts can be 
successful where other methods have failed. 





Secondary Perineal Repair. 


CHERRY (Surgery, Gynecology and Ob- 
stetrics, June, 1922) observes that when 
perineal lacerations occur a properly applied 
primary suture is successful in preventing 
after-results. 

The structures injured at the completion 
of the second stage of labor, producing 
subsequent relaxed perineum and rectocele, 
are the pubococcygeus muscle bundles of the 
levatores ani, their fascial sheath (rectoves- 
ical and anal fascia), and the triangular 
ligament. 

In order properly to correct the disturbed 
anatomical relationship of the puborectalis 
to the rectum, it is necessary to approximate 
them with their fascial sheaths in the 
midline anterior to the rectum. 

To restore the vulva and vaginal support 
which depends upon the triangular ligament, 
it is necessary to shorten this structure and 
place it in close contact with the levator 
muscle and sheath. 

The operative technique described by the 
author fulfils these conditions in that it 
reéstablishes the perineal structures in their 
anatomical relation. 

The use of a submucous suture. in 
approximating the resected vaginal mem- 
brane prevents pain from tension and 

















irritation from a leucorrheal discharge that 
always follows the absorption of sutures 
taken through the mucous membrane. The 
subcuticular suturing of the skin perineum 
also prevents tension upon the skin, 
and precludes the possibility of infections 
through needle openings. 





Differentiation of Obstructive from 
Other Types of Jaundice. 


McNEeEE (British Medical Journal, May 
6, 1922) observes that for the purpose of 
detecting small amounts of bile pigment in 
albuminous fluid such as blood serum van 
den Bergh applied the so-called “diazo reac- 
tion,” first described by Ehrlich, who found 
that bilirubin when dissolved in chloro- 
form or alcohol gives with diazonium salts 
a reddish color in neutral solutions and a 
bluish color in acid solutions. Making use 
of this reaction to detect the presence of 
bilirubin in blood serum, van den Bergh 
and Snapper found that it gives extraordi- 
narily delicate and certain results. They 
observed, for example, that every normal 
serum contains bilirubin in a dilution of 
from 1 in 400,000 to 1 in 250,000. Such 
a dilution in human serum is readily de- 
tected by the diazo test. They found fur- 
ther, after much observation, that no other 
substance likely to be present will give the 
reaction, and they have never detected any 
other substance in a human serum, except 
bilirubin, which has given a positive re- 
sult. Biliverdin does not react to the test. 
It is to be noted also that luetin, which in 
certain cases (diabetes, etc.) may deeply 
color human blood serum and even give the 
appearance of jaundice to the skin, does 
not give the reaction. 

For the test, as ordinarily carried out, 
about 3 cc of serum may be required, al- 
though less will suffice after some prac- 
tice has been obtained. The blood is taken 
from a vein in the usual way into a dry 
test tube, allowed to clot, and the separated 
serum is then removed by a pipette. It is 
best to begin to practice the test on a case 
of fairly intense icterus. 

There will be needed for this test a few 
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test tubes of ordinary size and freshly pre- 
pared Ehrlich’s diazo reagent. This con- 
sists of two solutions, each of which keeps 
well, but the mixture of the two must only 
be made immediately prior to the test. The 
two solutions are made up in the following 
proportions : 
Sulphanilic acid, 1 cc; 


Concentrated HCl, 15 cc; 
Distilled water, 1000 cc. 


Sodium nitrite, 0.5 gramme; 
Distilled water, 100 cc. 

The diazo reagent consists of a mixture 
of these two solutions in the proportion of 
25 cc of solution A to 0.75 cc of solution B. 

There will be further needed a graduated 
1-cc pipette ; absolute alcohol (96 per cent) ; 
a centrifuge and centrifuge tubes. 

The test is then carried out as follows: 
To 1 cc of the serum, in a small test tube, 
van den Bergh adds 0.25 cc of freshly pre- 
pared diazo reagent. (Lepehne and the 
writer have found that better results are 
frequently obtained by adding 1 cc of the 
reagent.) One of three events may now 
occur : 

An immediate (direct) reaction. This 
begins instantly and is maximal in ten to 
thirty seconds. The color reaction ob- 
tained is a bluish-violet, of intensity de- 
pending on the amount of bilirubin present. 

A delayed reaction. This begins only 
after one to fifteen minutes, or even longer, 
and consists in the development of a red- 
dish coloration, which gradually deepens 
and becomes more violet. 

A biphasic reaction. In this a slight red- 
dish color appears immediately (ten to 
thirty seconds), which after a minute or 
much longer time is seen to deepen grad- 
ually and become more violet. 

If the reaction is immediate or direct an 
obstructive jaundice is indicated. 

If direct or immediate reaction is not 
obtained proceed as follows: To 1 cc of 
serum add 2 cc of 96-per-cent alcohol. The 
mixture is made in a centrifuge tube, which 
is then centrifugalized until all the albu- 
minous precipitate has sunk to the bottom 
to leave a clear yellowish supernatant fluid. 
To 1 cc. of this supernatant fluid add 0.5 cc 





of alcohol and 0.25 cc of Ehrlich’s diazo 
reagent. (The reason for the addition of 
0.5 cc of alcohol is to get a proper dilution 
for the quantitative test, referred to below, 
and may be omitted where that test is not 
being carried out.) A violet-red color is 
then obtained if bilirubin be present, which 
is of maximal intensity almost at once. 

Where no direct reaction has been given, 
but a perfect indirect reaction after alcohol 
precipitation, then the jaundice can be in- 
ferred to be either hemolytic in origin or 
dependent on some functional derangement 
of the liver cells without obstruction. 

It should be mentioned that all serums 
which give a direct reaction will give in 
addition an indirect reaction, but the con- 
verse is not, of course, true. 

By these two simple tests, therefore, a 
distinction can be drawn between icterus 
due to obstruction of the main bile ducts 
from gall-stones, tumors, hepatic cirrhosis, 
etc., and an icterus of hemolytic, infective, 
or functional origin. 

What is the mechanism of the test, and 
how is it that the bilirubin present in the 
serum in obstructive jaundice reacts to the 
diazo reagent quite differently from the bili- 
rubin in hemolytic, catarrhal, and other 
forms of jaundice? 

It appears to depend on the fact that the 
bilirubin differs molecularly in the two con- 
ditions, and, without going deeply into 
theoretical considerations here, van den 
Bergh suggests that in the case of bilirubin 
giving the indirect test only, the pigment 
has been in some way bound to albuminoid 
substances in the serum, and the union is 
only broken down by time or by alcoholic 
precipitation. 





Focal Infection of the Cervix. 

FRIEDLAENDER (International Journal of 
Surgery, May, 1922) alludes to the fact that 
Sturmdorf has named the 
mucosa as the uterine tonsil; from which 
he argues that we should learn to recognize 
a focal infection in this area, since it is 
particularly susceptible to infection which 
is likely to cling to it. 

Chronic endocervicitis is primarily and 


intercervical ’ 
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essentially an -nfection of the deeply situ- 
ated terminal tufts of the endocervical 
muciparous glands. These glandular sac- 
cules harbor the infective organisms for 
years, or even a lifetime. Their distention 
from duct occlusions may honeycomb the 
cervical tissues with so-called Nabothian 
cysts, or, becoming purulent, riddle the cer- 
vix with chronic miliary abscesses and 
cause a disturbance in menstruation, fecun- 
dation, and deciduation. 

Friedlaender advises excision of this dis- 
eased mucosa and has so operated in 42 
cases, curing every one. The steps of the 
operation are as follows: 

Outlining and: free liberation of an am- 
ple cuff of mucosa from the vaginal sheath 
of the cervix. 

Enucleation of the entire endocervical 
mucosa from the external to the internal os, 
with preservation of its surrounding mus- 
cular layer. 

Sutural inversion of the vaginal cuff into 
the denuded cervical cavity. 

Two accessory sutures on either side of 
the new os in order to obtain better coapta- 
tion of the angles on e:ther side. 





Acute Intussusception. 


Harrer (Boston Medical and Surgical 
Journal, May 25, 1922) notes a 73-per-cent 
mortality for intussusception in infancy as 
quoted by some authors. Clubbe had a 
mortality of 50 per cent in his first fifty 
cases, 25 per cent in his second fifty cases, 
and no mortality in his last twenty-five 
cases. The major credit for this betterment 
belongs to the practitioner and not to the 
surgeon, since the tendency of the day is 
to make the diagnosis promptly and refer 
cases for treatment at once. 

About 98 per cent of all cases start at 
the ileocecal valve. It affects mainly males. 
It usually occurs in patients less than two 
years old, the youngest child reported in 
this series being six months of age. Most 
of the cases occurred between the fifth and 
ninth months. There is an extremely help- 
ful uniformity of symptoms thus described 
by the author: “The child is seized quite 


suddenly with pain; screams, turns pale, 














vomits, and in a short time seems to re- 
cover itself; only to cry again at intervals, 
as if in pain. Soon after the first scream 
the baby may pass a normal stool, but in 
about 98 per cent of all cases blood will be 
passed by rectum in from two to twelve 
hours, and enemata fail to produce any 
fecal material. The vomiting observed in 
the beginning of the attack is reflex in 
character and usually soon subsides, though 
in some of the severe cases it may persist 
throughout. As the obstruction continues, 
the vomiting returns, and being, in this 
case, due to the intestinal obstruction, per- 
sists until the obstruction is relieved. The 
mass, which usually varies much in size and 
position, can nearly always be made out 
by abdominal palpation. At first the abdo- 
men should be palpated with the fingers, 
but if nothing can be made out in this way, 
it should be examined bimanually, the fin- 
gers being placed in one loin just as in ex- 
amining for a kidney. In a very rare num- 
ber of cases the mass is palpable by rectum 
when it cannot be felt abdominally, and one 
should not fail to do a rectal examination 
when the mass is not palpable abdominally. 
If there is any distention or the child re- 
sists or screams, it is almost impossible to 
palpate the mass, and under such circum- 
stances one should not hesitate to anes- 
thetize the child for diagnosis. Clubbe 
recommends that anesthesia should always 
be used for diagnostic purposes whenever 
no tumor is palpable, even though the abdo- 
men is soft and flexible and flaccid, and the 
abdominal examination seems easy. The 
mass is not tender and is unusually de- 
scribed as ‘sausage shape,’ though it is often 
more rounded than oblong, and about the 
size of an English walnut.” 

It should be borne in mind that the history 
is of major importance in making the diag- 
nosis, that shock and toxic symptoms are of 
rare occurrence. The author considers ether 
the best anesthetic, and it should be pushed 
to the stage of complete anesthesia. The 
umbilicus is made the center of incision, 
which curves around this scar. The intus- 


susception is milked out when found. Mor- 
phia is avoided, unless it be an absolutely 
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needful help. There is at times a high re- 
actionary temperature, probably toxic in 
nature. 

Every case treated in the Children’s Hos- 
pital in which resection, anastomosis or 
enterostomy for intussusception was per- 
formed died. Clubbe has collected from 
literature 16 successful cases. Irrigation 
is rejected as uncertain and as a means of 
wasting valuable time. 

Of 112 cases treated at the Children’s 
Hospital there were 44 deaths. The mor- 
tality depends not so much upon the skill 
of the operator as upon the length of history 
prior to operation. 





Pulmonary Embolism After Operation. 

Gorpon-Watson (The Practitioner, June, 
1922) deals particularly, in this paper, w.th 
those cases in which the main trunk of the 
pulmonary artery is blocked by a massive 
embolus. He applies the term “pulmonary 
infarction” to those cases in which smaller 
clots are lodged in smaller vessels. 

He has lost five cases within the year, 
with post-mortem corroboration of the diag- 
nosis in three; the operations in the latter 
being for excision of the breast, cholecystec- 
tomy, and suture of a fractured patella. 

The first patient made an uninterrupted 
convalescence until the sixteenth day, being 
then up and about, when she suddenly de- 
veloped shortness of breath and died. The 
second patient died on the ninth day and 
within thirty-five minutes of the onset of 
symptoms. The third was on her way 
home, with her leg in plaster, on the four- 
teenth day; she died in a few minutes. 

Post-mortem did not show the origin of 
the embolus in the breast case. In the gall- 
bladder case there was thrombosis in the 
vena cava and right innominate. In the 
patella case the size and shape of the em- 
bolus indicated that it had originated in ‘the 
internal iliac and its branches. There was 
no sepsis in any of these cases. 

The other two cases, not autopsied, fol- 
lowed appendectomy and a pleural opera- 
tion. 

Gordon-Watson states that of 594 surgi- 
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cal post-mortems performed at St. Barthol- 
omew’s Hospital 1912-14 there were three 
cases of pulmonary embolism; of 538 sur- 
gical post-mortems 1919-21 there were nine 
cases. He queries concerning the fact that 
there were three times as many cases in 
the last three years as in the three years 
preceding the war, and wonders whether 
the use of morphine before the operation 
and the Fowler position after operation 
may be predisposing factors. 

As to the pathology the lungs of a patient 
who dies of sudden pulmonary embolism 
show only edema and congestion. This con- 
gestion will be more pronounced in a lung 
when the artery is completely blocked than 
when partly blocked, and will vary in in- 
tensity with the duration of life after the 
block has occurred. Under normal condi- 
tions the pressure on the outside of the 
capillaries in the lung must be negative. 
When forced inspiration occurs after block- 
ing of a pulmonary artery, it is probable that 
blood is sucked back from the left auricle 
via the pulmonary veins into the pulmonary 
capillaries, and stagnates there in the ab- 
sence of any flow of blood from the pul- 
monary artery. In this way much blood is 
withdrawn from the general circulation, an 
important factor in the shock which occurs. 
Signs of infarction are absent, unless a fatal 
embolism has followed on a previous in- 
_farction. 

The right heart even in sudden death 
under these conditions is found dilated, and 
there is little doubt that the main cause of 
death is heart-failure from dilatation of the 
right ventricle, though shock is, in the au- 
thor’s opinion, an important additional 
factor. 

Pulmonary embolism may occur after any 
operation, but is usually met with after ab- 
dominal operations; after operations above 
the diaphragm it is extremely rare. Opera- 
tions on the pelvic viscera, such as hyster- 
ectomy, are responsible for the majority of 
cases. 

The age incidence is somewhat striking. 
Children seem to be immune, and the great 
majority of the cases occurs in patients over 
forty-five. 





THE THERAPEUTIC GAZETTE 


It might be expected that sepsis plays an 
important part in causation, but records of 
cases show that evidence of sepsis is the 
exception, rather than the rule. Postopera- 
tive pulmonary infarction on the contrary 
is commonly associated with, and consecu- 
tive to, thrombophlebitis, and occurs in cases 
in which there is some rise of temperature 
and evidence of infection, though often of 
mild degree. 

“Pulmonary infarction” follows on the 
detachment of a small particle of clot, and 
is liable to be multiple and recurrent. “Pul- 
monary embolism” can only occur when a 
massive clot is detached, and becomes im- 
pacted in the main pulmonary artery. 

When thrombosis occurs as a result of 
active inflammation, the clot becomes firmly 
fixed to the vessel wall and is not likely to 
become detached en bloc except in the very 
early stages. If suppuration begins, the 
clot will soften, and fragments are then 
liable to be detached and carried off into 
the blood-stream, causing infarction. De- 
tachment of a large, recently formed, firm 
clot would seem to be less likely to occur 
when the wall of the vein is inflamed than 
when the wall is smooth, and a clot forms 
as the result of stagnation rather than 
inflammation. 

In most instances of pulmonary embolism, 
passive clotting has occurred in the large 
veins in the pelvis, under certain favorable 
conditions, quite early after operation ; these 
clots remain for some time loosely at- 
tached to the wall of the vein, and are easily 
detached by sudden movement or active 
muscular contraction. The fifth to tenth 
day is the most likely period for this acci- 
dent to occur. 

Though the majority of these emboli can 
be traced to an origin in the iliac or femoral 
veins, others have their origin in the right 
auricular appendix. 

The relationship between an operation on 
the gall-bladder and thrombosis of the supe- 
rior vena cava (as in the case referred to 
above) might be explained by thrombosis 
starting in the superior epigastric vein (in 
the region of the wound) and reaching the 
superior cava by way of the interna! mam- 

















mary, a possib.lity not suspected or investi- 
gated at the autopsy. In similar manner, 
incisions in the lower abdomen, as for an 
appendix operation through the rectus 
sheath, may involve the deep epigastric 
veins, which may perhaps be the starting- 
point of an iliac thrombosis. Too little 
attention seems to have been paid to the 
origin of these emboli, and many of the 
reports of autopsies are silent on this point. 
There can be little doubt, too, that pulmo- 
nary embolism as a cause of sudden death 
is frequently missed owing to a common 
practice of severing the heart from the 
lungs (when the embolus may fall out) be- 
fore opening up the pulmonary artery. 

Sudden movement after prolonged rest 
is usually the exciting factor in the detach- 
ment of the thrombus. 

In most instances, prior to the embolism, 
thrombosis has been neither observed nor 
suspected. Phlebitis, with pain and swelling 
of the limb, seldom precedes this sudden 
catastrophe, and, as pointed out above, is 
unlikely to do so, though not infrequently 
it is associated with and precedes pulmon- 
ary infarction. 

In the great majority of the cases there 
is no preceding rise of temperature, nor is 
there any feature in the clinical course to 
sound a note of warning of an impending 
disaster. On the other hand, in cases of 
pulmonary infarction, the postoperative 
pulse, temperature, and respiration often 
fail to settle down to normal. The surgeon 
may recognize that, without any definite 
explanation, the patient is not quite .so fit 
as he ought to be, even though there is no 
evidence of phlebitis. In most instances 
when pulmonary infarction occurs, a low 
grade of inflammation in connection with 
the wound or with phlebitis precedes the 
onset. 

If we can in the main exclude post- 
operative infection, what are the controlling 
factors in postoperative thrombosis? If 
microOrganisms can be excluded as the ex- 
citing cause, there is a missing link to be 
found. It may, perhaps, be found in the 
presence of thrombokinase in the circula- 
tion, as suggested by Mr. Lockhart Mum- 
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mery, which, released at operation, when 
absorbed into the blood, excites thrombosis 
under favorable conditions. 

Thrombokinase is not found normally in 
the blood, but is present in other tissues of 
the body, and is liberated when a wound 
is made, and is thus able to enter the blood- 
stream. Professor Collingwood has shown 
that thrombokinase must be present in the 
blood for clotting to occur. 

If we may assume that thrombosis may 
occur in a sluggish venous current when 
thrombokinase is present in the blood, what 
other factors, if any, are essential? Is 
trauma essential? Hunter failed to secure 
intravascular clotting in an intact vein, but 
it may be quite possible for a thrombosis 
starting in a small vein, ligatured, crushed, 
transfixed, twisted or torn during opera- 
tion, to extend and invade a healthy vein. 
May not injury to the deep epigastric vein 
(e. g., by retractors) give rise to throm- 
bosis in the external iliac vein, or injury 
to uterine veins excite a thrombosis which 
may either invade by direct extension, or 
become dislodged and pass into, the internal 
iliac? 

Unnecessary injury to veins in the ab- 
dominal wall during an operation may be 

caused by violent stretching and undue 
pressure with powerful retractors. 

Transfixion of a pedicle containing large 
veins, as in the broad ligament, clamping of 
structures in bulk as opposed to clamping 
of individual vessels, as in the case of the 
great omentum, and twisting of veins, all 
seem to be points worthy of consideration. 

The application of forceps, followed by 
ligature of small venous branches close up 
to their junction with a larger vessel, may 
result in injury to the wall of the main 
vessel beyond the site of ligature. 

The presence of a hematoma in the ab- 
dominal wall may be the cause of throm- 
bosis in one of the epigastric veins. In a 
recent fatal case of pulmonary embolism at 
St. Bartholomew’s after an operation for 
hernia, a hemorrhage in the inguinal area 
had produced pressure on and thrombosis 
in the femoral vein. 

Hemorrhage into the tissues of the broad 


ligament, the mesentery, or great omentum 
may by producing pressure on veins start 
a thrombosis, apart from the fact that a 
collection of extravasated blood forms a 
favorable nidus for infection and possible 
phlebitis. 

When a needle pierces or wounds a ves- 
sel, or when the lining of a vessel is injured 
by torsion, if a ligature is not applied above 
the point of injury, thrombosis may easily 
occur in a sluggish blood-stream or in the 
presence of a mild infection. 

Septic pulmonary infarction was a very 
common complication of war wounds and 
one of the most common causes of a fatal 
issue, but pulmonary embolism was rarely 
met with. The fact that nearly all wounds 
were primarily infected, and phlebitis was 
a very common complication while pulmon- 
ary embolism was rare, is strong presump- 
tive evidence that sepsis plays an unim- 
portant part in pulmonary embolism as dis- 
tinct from infarction. 





Arthritis Deformans. 

CHARLES W. Buck ey (The Practitioner, 
June, 1922) notes that there are few dis- 
eases in the treatment of which greater 
progress has been made than in arthritis 
deformans, mainly because of the recogni- 
tion of the fact that septic infection may 
be the underlying factor. This has caused 
diligent and often successful search for the 
foci of infection. 

Considering the rheumatoid group, which 
is commonest and most curable, and affects 
the young, principally women, the onset 
is usually insidious, and since great dam- 
age may be done in a short period of 
time a watch should be kept for the begin- 
ning. This pain and swelling of the small 
joints of the fingers is of significance espe- 
cially when associated with slight rise of 
temperature in the evening, with a morn- 
ing fall. It begins in the small joints, and 
spreads to the larger. Trophic symptoms, 
usually pronounced bone changes as shown 
by the radiograms, contractures, and de- 
formities, develop. 

Other types included under the head of 
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undifferentiated infective forms may be 
identified, though the line of demarcation 
between the various groups is confused by 
border-land types; and for the purpose of 
treatment in the light of our present knowl- 
edge the distinctions are unimportant. Some 
indication of these various types may, how- 
ever, be of interest. One that is fairly 
well marked is much less acute in onset, 
and begins usually in the metacarpophalan- 
geal joints of the index and middle fingers, 
spreading thence to the carpometacarpal 
joint of the thumb, and if not arrested 
gradually implicates the larger joints be- 
fore the phalangeal joints are affected to 
any extent. 

Another type begins usually in the knees 
and hips, and is most frequently met with 
in women at the menopause or sometimes 
earlier. It has been described as chronic 
villous synovitis, and frequently the carti- 
laginous structures escape altogether though 
small osteophytes may be formed at their 
margins. Some endocr:ne defect is the 
primary cause in these cases, ‘setting up an 
increased vulnerability of the joint struc- 
tures to ordinary wear and tear. A chronic 
synovitis results comparable to the ordinary 
acute synovitis resulting from injury. Some 
infective factor may gain access to the 
damaged jo.nt, perhaps from intestinal sta- 
sis, which is often present in such patients, 
and then more definite arthritic changes 
will result. Crepitus in a joint does not 
indicate, as is sometimes supposed, friction 
between bony surfaces which have been 
deprived of the:r cartilaginous covering, 
but in the great majority of cases is due 
to swollen synovial membranes which have 
lost their endothelium, and the dryness of 
the interior of the joint which is the con- 
sequence. 

A further group of arthritides which de- 
mands careful differentiation from rheuma- 
toid arthritis is that of periarticular fibro- 
sitis, often seen typically in the hands. The 
capsules of the joints become thickened and 
contracted with considerable limitation of 


movement, but without any bony or intra- 
articular changes. 














It has been suggested, with some reason, 
that it may be a rare terminal phase of an 
ordinary acute rheumatism; on the other 
hand, it presents analogies to fibrositis of 
gouty origin, and a well marked case affect- 
ing the hands presents many features in 
common with Dupuytren’s contraction. 

Osteoarthritis may be the terminal phase 
of an ordinary infective arthritis of slight 
severity, in which the tissues of the joints 
have overcome the infection and bony 
changes have arisen as a result of Nature’s 
effort to strengthen the weakened parts. 
Apart from this, the most typical form is 
met with in the hip-joints and most fre- 
quently in old men. It was formerly de- 
scribed as “malum coxe senile.” While the 
action of some microbe cannot be excluded 
as a possible factor in the causation, it is 
probable that the chief factors are a com- 
bination of senile or arteriosclerotic changes 
with trauma, either obvious or insidious, in 
the form of ordinary wear and tear, react- 
ing on joint structures, the blood-sypply of 
which has been reduced and reparative 
powers consequently diminished. 

S:nce the discovery of the cause wherever 
possible is the first step toward successful 
treatment, the importance of differentiating 
the rheumatoid group from the other forms 
of arthritis is obvious. 

A word on these cases of arthritis, which 
frequently appear soon after childbirth, may 
not be out of place. They are by no means 
always due to gonorrhea, or even mild 
puerperal sepsis. They may arise from 
some other focus of infection, often in the 
mouth, which has flared up and become 
virulent in consequence of the debility of 
the patient. Sometimes an acute infective 
arthritis will develop close on the heels of 
an attack of rheumatic fever, and is then 
always associated with septic conditions of 
the mouth, espec:ally the tonsils, and is en- 
tirely unaffected by salicylates. 

Chronic gouty arthritis, while causing 
extreme deformity in some cases, is usu- 
ally easy of diagnosis if a careful search is 
made for tophi in the neighborhood of the 
joints, the cartilages of the ears, and else- 
where. 
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If then, in the consideration of any partic- 
ular case, we have been able to exclude all 
forms outside the group of undifferentiated 


infective arthritides commonly termed 
rheumatoid arthritis, we next proceed to 
search for the origin of the infection. This 
will be found in the mouth, nose, or naso- 
pharynx, in 95 per cent of the cases; in the 
form of pyorrhea alveolaris, septic tonsils, 
infection of the nasal sinuses, or some other 
septic condition. Of these, pyorrhea is the 
commonest. It may be superficial and eas- 
ily recognized, and this form is the least 
serious in its effects. Or it may exist as 
sinuses or abscesses at the roots of one or 
more teeth, generally but not always those 
which have had their nerves destroyed for 
purposes of filling or to support crowns, 
etc., and this can only be discovered if all 
the teeth are carefully radiographed. 

Even in cases in which all the teeth have 
been extracted at an earlier date, examina- 
tion of the gums is called for in case of 
any septic focus which has healed over, 
and it should not be forgotten that occasion- 
ally artificial dentures have been fitted over 
stumps left in situ. Fortunately, this prac- 
tice is now uncommon. Except for super- 
ficial pyorrhea palliative methods are rarely 
satisfactory and too often entail irrepar- 
able loss of time. Extraction of every af- 
fected tooth is the only remedy we can 
trust, until much greater advances have been 
made in the treatment of the disease. When 
extraction has been decided on, it is best 
that only two or three teeth should be taken 
out at a time, lest too heavy a dose of sep- 
tic material be absorbed through the open 
wounds. 

Whether the teeth are found to be af- 
fected or not, the attention must next be 
directed to the tonsils and pharynx. En- 
larged tonsils are commonly septic, but it 
must not be forgotten that small tonsils 
hidden behind the faucial folds may be 
equally so. 

There is only one treatment for such con- 
ditions when we are confronted by evi- 
dences of general septic infection such as 
arthritis, and that is enucleation ; the guillo- 
tine is useless. 
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Granulations in the pharynx usually in- 
dicate the presence of colonies of septic 
organisms implanted on the mucous mem- 
brane and derived from teeth, tonsils, or 
nose. The electric cautery needle may be 
used for their extirpation, and the search 
prosecuted further into the condition of 
the nose and nasal sinuses, but the details 
of such examination belong rather to the 
domain of the rhinologist. 

If no source of infection has thus far 
been found and gonorrhea can be excluded, 
we are still left with the possibility of in- 
testinal infection. 

The microbes responsible for the great 
majority of these undifferentiated infective 
arthritides belong to the family of strepto- 
cocci, and considerable progress has been 
made by bacteriologists in the identifica- 
tion of different strains by cultural reac- 
tions, etc. Vaccines prepared from such 
streptococci have given excellent results in 
the hands of many observers. 





Traumatic Arthritis of the Wrist. 

Rocers (Boston Medical and Surgical 
Journal, June 1, 1922) notes that this con- 
dition is often mistaken and treated for 
such condition as tuberculosis, infectious 
arthritis, or, if there is a traumatic history, 
fracture. The gradual onset without a 
clear-cut etiological background, and an 
x-ray that suggests a destructive process, 
certainly would lead one to consider tuber- 
culosis as a very possible condition. With- 
out a knowledge that there is such a con- 
dition as here described, it is certainly rea- 
sonable to suppose that we are dealing with 
a destructive bone disease. A case was re- 
cently examined which had had two opera- 
tions on the wrist, with removal of a semi- 
lunar bone, and a secondary operation for 
removal of more bone, because there was a 
certain amount of stiffness of the wrist and 
because the x-ray shows what was called 
“bone disease.” 

The symptoms are rather clear-cut and 
correspond to Presier’s and Guie’s cases. 
The onset of symptoms is very gradual, 
generally covering a period of a few months 
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before they are thoroughly considered. 
There is a definite pain referred to the 
wrist-joint which is brought on by use and 
diminishes with rest. There is a slight 
amount of swelling which increases with 
use and with time. Localized tenderness is 
present and is quite definite in that it is 
directly over the bone involved. The limi- 
tation of motion is at first almost wholly 
in dorsiflexion of the wrist. 

The amount of disability that these cases 
present is very definite. There is no ques- 
tion but that they have comparatively little 
trouble as long as they do not use the wrist, 
but just as soon as they return to a mechani- 
cal occupation the symptoms recur and 
they are required to stop work. This cor- 
responds very closely to the reported cases 
in the literature. 

Four typical cases are reported, together 
with characteristic x-ray pictures. Rogers 
states that the relation of a definite trauma 
in these four cases has not been very clear- 
cut or continuous. When we have the word 
of the patient that he sprained his wrist, 
there immediately has been a period of time 
practically without symptoms. Guie was 
able to obtain a history of trauma in most 
of his cases, but he calls attention to the 
late development of symptoms. 

The two cases at the Public Health Hos- 
pital were treated for at least two months 
by conservative measures, physiotherapy 
and rest. Just as soon as they began to 
make use of their wrists as they would in 
their normal work, the symptoms recurred. 
This fact is reported by Guie, who states 
that the process is difficult to treat, because 
of the length of time during which disabil- 
ity lasts, and because of the recurrence of 
symptoms. 

For this reason it seems best to excise. 
Of course, an excision of the- affected bone 
is likely to be done, because it is consid- 
ered possible that we are dealing with dis- 
ease, most likely tuberculosis. The ques- 
tion really is, whether the result is better 
after an excision than we can get by pro- 
longed partial fixation. It is probable that 


there is a slight loss of motion following 
this operation, although if the work is 




















done very carefully, without disturbing the 
rest of the joint, and by getting the bone 
out intact, so as not to leave part to form 
new bone, we ought to get good results. 





Intranasal Injection of Alcohol in the 
Treatment of Hyperesthetic 
Rhinitis and Some of the 
Nasal Neuroses. 


STEIN (Illinois Medical Journal, July 
1922) advises, before proceeding to radical 
measures, a thorough examination of the 
nasal chambers, with the idea of discovering 
and applying appropriate treatment to local- 
ized lesions, malformations, and _ over- 
growths. To make clear his method of 
treatment the author divides the distribu- 
tion of the. intranasal nerve supply into two 
main divisions, the anter.or and posterior. 
The anterior division is the nasal nerve, 
sometimes called ethmoidal. It is one of 
the three large branches of the ophthalmic 
‘root. The other two branches are the 
frontal and lacrimal. The frontal, being 
the main branch, terminates as the supra- 
orbital and supplies the upper eyelid, brow, 
forehead, and temples. The lacrimal sup- 
plies the lacrimal gland and the upper lid. 
The nasal nerve branches off from the 
ophthalmic root near the sphenoidal fissure. 
It passes across the upper part of the orbit 
diagonally forward from the outer to the 
inner side to pass through the anterior 
ethmoidal foramen into the ethmoid cells, 
and, after giving a branch to the frontal 
sinus, leaves the ethmoid and enters the 
cranial cavity at the outer border of the 
cribriform plate; it then passes forward to 
a slit at the base of the crista galli, which 
it enters, emerging into the anterior-superior 
angle of the nasal attic chamber about a 
millimeter or two lateral to the septal articu- 
lation. This is the location of election for 
reaching the nerve intranasally for the pur- 
pose of blocking. After it enters the nose 
a septal and external branch are given off. 
These branches supply the anterior part of 
the nasal chamber, also the ala, bridge, tip 
of nose, brow, and forehead. The posterior 
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sphenopalatine ganglionic area. Through 
these various branches the posterior nasal 
chamber and all accessory sinuses excepting 
the frontal are supplied. Filaments are also 
distributed to orb:t, palate, nasopharynx, 
mesopharynx, eustachian tube, etc. 

Stein states that nasal neuroses are at 
times not relieved by the removal of spurs, 
straightening of septums, cauterizing tur- 
binals, and irrigations of the sinuses, be- 
cause but few of the many terminal nerve 
filaments are reached in this way. He, 
therefore, advises, when symptoms are not 
localized, blocking the nerve at its point of 
entrance into the nose. . 

For the purpose of injecting the anterior 
division of the nerve a straight steel needle 
of about a 22 to 24 gauge and 9 cm. long, 
with a slip joint to securely fit an all-glass 
syringe, is used. This fitting has a marker 
on it indicating the side of the bevel at the 
other or pointed end. This point should 
be sharp, but at the same time of short 
bevel in order to lessen the possibility of 
fluid escaping. As the point of the needle 
is introduced to a depth of only about a 
mm., the bevel should not be any longer 
than this. After previously preparing the 
field for injection by shrinking and anes- 
thetizing with a solution of cocaine and 
adrenalin, the straight needle is fixed to 
the syringe containing the alcohol in such 
a manner as to show by the indicator on the 
slip joint that the bevel point is directed 
forward, and the instrument so prepared is 
carried to the foramen by following closely 
the septal wall until the vault is reached, 
a distance of about 5 to 5% cm. from the 
nasal crest; then the point is carried slightly 
outward, as the slit through which the 
nerve enters is about 1 to 2 mm. lateral 
to the septum. If properly placed, the 
point of the needle can be felt entering the 
opening. No force is necessary. 

It is sufficient that the bevel of the point 
be buried in the foramen so that no fluid 
escapes into the nostril. The neighboring 
nostril is injected in like manner. Varia- 
tions in the depth of the floor of the frontal 
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sinus in only a few rare instances change 
the location of the foramen sufficiently to 
warrant more than mentioning. 

The needle used for injecting the poste- 
rior division is 10 cm. long, 16 to 18 gauge, 
with slip joint and indicator showing the 
location of the bevel at the point. This 
point is sharp and of short bevel and bends 
at about a right angle from its shaft for a 
distance of about 10 mm. For the very 
wide nostrils and deeply located fosse a 
bend of 15 mm. is used, and in like man- 
ner one of 7 mm. for closely fitting turbinal 
and septum. After preliminary cocainiza- 
tion and thorough shrinking of the tissues, 
carry the ‘curved end of the needle to the 
posterior nostril, hook it gently around the 
tip of the middle turbinate, and at a point 
where this body arises from the lateral wall 
will be found the foramen of the spheno- 
maxillary fossa. Introduction of the needle 
point into the membrane covering the fora- 
men will reach the nerves emerging there- 
from. If the point of the needle is carried 
three or four millimeters posterior to the 
first position and then forced laterally 
through the membrane a more accurate 
penetration of the ganglion is possible and 
with less chance of injuring any vessels. 
A forward projecting sphenoid or pterygoid 
process may make this difficult, as Sluder 
has pointed out. 

It is to be remembered that the ganglion 
usually lies directly against or at least very 
close to the foramen, and can be reached in 
part at least by proper placement of the 
needle point. But aside from this an in- 
jection at the foramen reaches those nerves 
supplying that part of the nasal membrane 
where most of the protein substance is 
likely to be found. 

As a matter of fact the writer’s experi- 
ence has been that only a few of this class 
of cases require the posterior injection, 
especially where an accurate anterior injec- 
tion has been negotiated, and provided the 
treatment is instituted early. When one is 
satisfied the needle does not accurately en- 
ter the desired place, another attempt 
should be made in a few days, or, where 
the benefits are only partial after anterior 
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injection, a posterior injection may be 
added. The relief is usually for the season 
in hay-fever cases. In simple hydrorrhea, 
spasmodic coryza, and nasal reflex asthma, 
it usually acts instantly. 

Alcohol is a most suitable substance for 
injection because it is sterile, non-toxic, and 
non-corrosive. It has been used exten- 
sively for the purpose of injecting nerve 
tissue, and it records no particular untoward 
results. Its action on nerve substance is a 
disorganization of its cell elements causing 
some hardening but no necrosis. Otto 
May’s investigations on the changes that 
take place in ganglionic cells and nerve fi- 
bers by alcohol (British Medical Journal, 
August, 1922) show the nerve fibers to be 
more easily affected than the cells. The 
functional activity of the nerve is restored 
to normal within a variable period, as is 
shown by the necessity for reinjecting each 
season in the seasonal cases. The more ex- 
act the injections are made the more effec- 
tive and lasting are the results. Infiltration ° 
of the membrane in the neighborhood of 
the foramen is far less effective, but one 
does secure some immunity. 

About 10 minims is used for each injec- 
tion. If the nerve is properly located, a 
sharp pain radiating in the direction of the 
nerve distribution is immediately experi- 
enced on introduction of the fluid. This 
may last for some time unless anticipated 
by a previous hypodermic of morphine and 
atropine. 





Treatment of Internal Hemorrhoids by 
Injection. 


Morey (The Practitioner, June, 1922) 
bases his pronouncement upon an experi- 
ence of 2000 cases treated at St. Mark’s 
Hospital between January, 1915, and Au- 
gust, 1917, and about 1000 cases which he 
saw in private practice. The average num- 
ber of injections which he employed was 
four; in some cases six are needful. The 
interval between injections is at least a 
week. The disturb ng symptoms usually 
cease after the first injection and at once. 
The pain following injection has been vio- 


‘ 
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lent in about a dozen cases and has persisted 
in these exceptional instances for one or 
two weeks. It is indicative of a too exten- 
sive thrombosis incident to the employment 
of a larger quantity of the solution than is 
needful. 

The author holds that the injections do 
not act by thrombosing, but by exciting a 
mild imflammatory reaction in the submu- 
cous tissues, followed by a cicatricial con- 
traction which obliterates the vessels. A 
number of cases suffer transitory pain last- 
ing not more than a few hours. There were 
six instances of hemorrhage incident to 
sloughing, which ceased spontaneously in 
three of these cases and stopped by a clamp 
in the other three. A too superficial injec- 
tion may cause sloughing of the mucous 
membrane. Aside from some pain and the 
development of a spurious diarrhea, it con- 
stitutes an almost negligible complication. 
There is a bladder reflex at times develop- 
ing after injection, characterized by urgency 
and frequency, which is transitory. There 
was one case of sepsis occurring in a mid- 
dle-aged lady who played tennis shortly 
after injection, which caused an inflamma- 
tion of the external pile, which a doctor 
spent half an hour of time and much 
strength in endeavoring to reduce. This 
was followed by sloughing and extensive 
abscess. The patient eventually recovered. 

As a result of writing to 300 private 
cases the author concludes that more than 
80 per cent were permanently cured. These 
results compared favorably with those of 
an enthusiast for operation dealing with 
560 cases of operation for internal hemor- 
thoids at St. Mark’s Hospital, who stated 
that in 58 there remained constriction of 
the anus; tags, 53; fistula, 6; secondary 
hemorrhage, 5; 2 submucous abscesses. 
There were, moreover, two deaths from 
bronchopneumonia. Ten per cent of liga- 
ture operation cases required the use of the 
catheter after operation; the great major- 
ity suffered pain, and there was a loss of 
sphincteric control in one for two weeks 
when the sphincter had been stretched. 

The author speaks of the greater ease to 
the surgeon of operation, the greater sat- 


isfaction to the patient of injection. To 
the latter the operation means a couple of 
days’ preparation, ten days or more in hos- 
pital, an anesthetic, and probably consid- 
erable after-pain; requiring a period of 
one or two weeks for complete convales- 
cence. He further states that medical men 
prefer for themselves injection to operation. 





A Study of Experimental Pyloroplasty. 

Mitter, Bow1ne and Stepp (Surgery, 
Gynecology and Obstetrics, June, 1922) as 
the result of work on dogs and a study of 
the literature on the subject conclude: 

A plastic flap operation or the Heineke- 
Mikulicz operation can secure, temporarily, 
a true enlargement of the pylorus, if the 
edges sutured are not turned in. 

A normal pylorus, enlarged by any of the 
foregoing procedures, except the Ramm- 
stedt, tends to return toward its normal 
size. Whether a stenosed pylorus, thus 
operated upon, would return to its former 
stenosed condit:on or would retain a lumen 
of normal size, is still uncertain. 

A plastic flap operation is unsatisfactory 
on account of requiring such extensive in- 
cisions into the lumen of the canal. It is 
also unsatisfactory on account of its tend- 
ency to retract and restore the divided ° 
pyloric sphincter. 

The Rammstedt operation, or so-called 
“partial pyloroplasty,” is, when conditions 
will permit, the most effective way of en- 
larging the pylorus. It has the advantage 
of being the simplest operation yet devised 
for this purpose and requires very little 
time under anesthesia. The objections 
sometimes raised are: 

Danger of hemorrhage from the exposed 
submucosa. 

Danger of peritonitis from puncture of 
the mucosa. 

Recurrence of stenosis. 

Danger of rupture at the “weak spot” 
created. 

The first two of these dangers can be 
avoided if extreme care is used in perform- 
ing the operation. The third has already 
been answered clinically. The fourth is 
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shown to be unfounded on account of the 
large factor of strength residing in the sub- 
mucosa, 

We feel that the principle of the Ramm- 
stedt operation should not be confined en- 
tirely to cases of congenital stenosis, but 
should be given more general application 
in the surgery of the pylorus. 


Induction of Labor by the Use of Castor 
Oil and Quinine. 

WILLIAMSON (Surgery, Gynecology and 
Obstetrics, June, 1922) after an experience 
of 300 cases advises thus: The patients are 
allowed a light dinner, and in the case of 
primipare the oil is given at midnight, in 
multipare at six or seven o’clock in the 
morning. These hours are _ purposely 
chosen, for administration at such times 
usually means that the cases will be deliv- 
ered during the daylight or seasonable 
hours. The ol, an ounce and a half, is 
given with orange juice or some other 
vehicle of similar nature, to enable the pa- 
tient to take it easily. A hot enema, 116° 
F., is administered as soon as the oil is 
effective. Directly after the enema, qui- 
nine sulphate is started in 5-grain doses, 

at thirty-minute intervals, and continued 
" until 20 grains have been ingested. If the 
patient at any time complains of ringing 
ears or nausea, the drug is immediately 
stopped. Usually if the quinine is given 
with a grain of pepsin there is no nausea. 
In a few of the cases reported the quinine 
was given in 10-grain doses beginning with 
the effectiveness of the oil and then two 
hours later. 

The author concludes his paper as fol- 
lows: 

Quinine and castor oil, in inducing labor, 
are successful in approximately 50 per cent 
of cases. 

Labor should be carefully watched, for 
occasionally there may be tetanic contrac- 
tions. At the first sign of fetal or mater- 
nal distress the operator should be ready to 
interfere. 

If there are signs of cinchonism, the 
quinine is to be stopped at once. 
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The most favorable conditions for this 
type of induction are: when the estimated 
date is due or past, when head is fixed or 
beginning to fix in pelvis, and when the 
uterus is irritable. 

The mechanism is due to irritation caused 
by the castor oil on the sympathetic centers, 
with increased peristalsis and a reénforce- 
ment of the rhythm and muscle tonus by 
the quinine acting directly upon the uterine 
muscle bundles. 





Radium Treatment in Parotid Tumors. 

Quick and JoHnson (New York State 
Journal of Medicine, July, 1922) quote 
Ewing’s classification of parotid tumors 
under the heading of “Benign Adenomas, 
Malignant Adenocarcinomas or Carcinomas. 
Mixed Tumors.” 

Ben'gn adenomas are rare, are of slow 
growth, are encapsulated, and either solid 
or cystic. Clinically they run the course of 
a mixed tumor and seem subject to tran- 
sition. 

Adenocarcinomas or carcinomas are 
fairly common. They are extremely ma- 
lignant and will recur on removal. 

Mixed tumors are the commonest form, 
but remain quiet often for many years, 
usually encapsulated; some are infiltrating. 

The authors hold that parotid gland 
tumors are adapted to treatment by physi- 
cal agents for three reasons: 

They are readily accessible. 

The majority of them have a relatively 
benign course because of a limiting capsule 
which, if ruptured, leads to implants that 
no longer have the natural restraint to 
growth. 

Active production of metastases is usually 
delayed in the natural course of the disease 
until very late. . 

Of 11 operative cases, 3 of which were 
recurrent, 10 are at the present time clin 
ically free of any neoplastic disease, but 
in 5 of these at the tumor site there is re- 
maining a small quiescent fibrotic mass 
which they propose to leave intact. These 


patients have been well from 6 months to 
3% years. The eleventh case in this group 
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is still undergoing treatment with a very 
satisfactory response. 

Of 43 inoperable cases, 23 of which were 
recurrent, 12 are clinically free of active 
disease for periods ranging from 6 months 
to 3% years, 15 patients were definitely im- 
proved, locally and generally, and 16 were 
so far advanced as to render quite negligible 
any palliative effect of the treatment. 

Of the cases reported as clinically free 
of disease, and which at the time of treat- 
ment were subjected to biopsy, 5 were of 
the mixed tumor type, 4 reported as car- 
cinoma, or adenocarcinoma, 1 as squamous 
epithelioma, and 1 as Mikulicz’s disease. 

It should be noted that the four cases of 
carcinoma that are clinically well represent 
a group that is considered very unfavorable 
from the standpoint of surgery. Only one 
of these was considered at all operable. 
The extent of disease of the other three 
precluded the hope of any benefit from 
attempted excision. 

The authors believe that the status of 
radium treatment is as follows: 

Mixed tumors. If the case is favorable 
for excision, it is likewise favorable for 
radium therapy, and the latter does not 
predispose to recurrence of the production 
of metastases. If the tumor is inoperable, 
radium offers an opportunity that may lead 
to improvement or clinical cure. 

Carcinomas. Whereas surgical results 
are very disappointing, radium treatment 
affords a reasonable hope of disease control 
or clinical cure. 





The Test of Labor. 


Lee (Surgery, Gynecology and Obstetrics, 
July, 1922), basing his conclusions on 100 
consecutive deliveries and the factors affect- 
ing their management, states that “the test 
of labor is obtained only by allowing labor 
to proceed until childbirth either results 
spontaneously, or from operative assistance 
that reénforces the natural powers, so that 
birth is through the natural passages. Cer- 
tain women would not be submitted to this 
test of labor. Definite pelvic obstructions, 
whether from marked contraction of the 
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bony structure, massive scar tissue, or from 
the encroachment of tumors upon otherwise 
normal passages, usually present absolute 
indications for primary abdominal section. 
Also, when factors endangering life sud- 
denly arise before or very early in labor, 
that, for their successful treatment, neces- 
sitate prompt positive emptying of the 
uterus, the primary indication is for opera- 
tive interference by a method appropriate 
to the emergency conditions, whether by 
abdominal section, vaginal Cesarean, or 
accouchement forcé. But such cases, not 
suitable to the test of labor, are relatively 
very few. 

The test of labor should eliminate sub- 
sequent consideration of abdominal section 
as a method of delivery for the given preg- 
nancy, for we believe that a few hours only 
of first-stage labor is futile in determining 
the answer as to whether successful delivery 
through the natural passages is possible. 
Miscalled tests of labor are tried at times 
in cases of relative disproportion, although 
such procrastination may increase the risks 
of abdominal section when done, while it 
does not eliminate the possibility of success- 
ful pelvic delivery, because not carried far 
enough. A true test of labor, even in border- 
line cases, will certainly be followed by the 
delivery of living and uninjured babies in 
many instances; often operative, but spon- 
taneous in not a few. Even in the percent- 
age where the fetus of a particular labor 
does not survive, benefit to subsequent 
pregnancies may and generally does ensue, 
because fuller knowledge will indicate defi- 
nitely that certain of these mothers are 
entitled to primary abdom:nal section, and 
that others will have successful natural 
labor subsequently, even though needing 
operative assistance in the present one. A 
completed test of labor, therefore, practi- 
cally eliminates thereafter the border-line 
type of case. 

The author gives a detailed survey of his 
cases and concludes that no patient should 
be submitted to the test of labor in whom 
are either obstacles to pelvic delivery or 
emergency conditions necessitating speedy 
emptying of the uterus. 
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The test of labor, therefore, primarily 
concerns cases in which spontaneous birth 
is hoped for, in the present and subsequent 
pregnancies: Operative delivery, when 
spontaneous birth does not ensue, should be 
by the pelvic route. 

Primiparity, posterior positions, dry la- 
bors, oligohydramnios, and constriction 
rings of the uterus, increase the percentage 
requiring operative delivery, particularly 
when they occur in combination. 

Lack of progress for a considerable time 
is the predominant indication for interfer- 
ence. Occurring alone the determination 
of the moment for such interference de- 
mands careful consideration and wise 
judgment. 

Beginning maternal or fetal exhaustion, 
or threatened rupture of the uterus, develop- 
ing with lack of progress, present indica- 
tions for immediate interference. Any lack 
of progress, however, demands prompt, 
careful analysis to determ:ne its probable 
cause, with particular watchfulness for the 
development of such subsequent urgent in- 
dications for interference. 

Following a given test of labor, subse- 
quent pregnancies should have an improved 
prognosis. 

Forceps will always be the most used 
method of terminating non-spontaneous 
labors; therefore, the technique of forceps 
operation is of paramount importance, and 
should receive greatly increased attention 
in obstetrical teaching. 





One Hundred Cases of Postpartum 
Hemorrhage. 


HornstTe1n (New York Medical Journal 
and Medical Record, July 5, 1922) reports 
100 cases of postpartum hemorrhage repre- 
senting 4200 consecutive deliveries in the 
service of the Berwind Maternity Clinic and 
in private practice. The ratio is one case 
of postpartum hemorrhage to forty-two 
labors. Ahlfeld is quoted to the effect that 
routine measurements of the amount of 
blood lost after labor show that from 300 
to 500 cc represents the normal. He further 
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stated that as much as four liters had -been 
lost without fatality resulting. As con- 
trasted with this, a loss of one liter has re- 
sulted fatally. 

Most of the cases were multipara and 
half the cases terminated spontaneously. 
Prolonged labor in itself seemed to be a 
predisposing factor. The author notes that 
most careful examination of the placenta 
failed to show missing parts, yet such were 
afterwards either expelled or removed; 
from which it follows that accessory pla- 
centa must be more common than is usually 
believed. The census reports are quoted to 
to the effect that in 1919 there were reported 
14,488 puerperal deaths; the rate for each 
thousand living births being 7.4, an increase 
over the year 1915 of 1.3 to the thousand 
living births. About one-third of the deaths 
were due to sepsis; about one-fourth to 
toxemia; 1175 were due to postpartum 
hemorrhage, this representing a rate of 0.6 
to the thousand living births. 

The prevention of hemorrhage is mainly 
dependent upon the management of labor. 
“In given cases what appears to be the 
better management of the labor enhances 
the chances of subsequent hemorrhage. In 
most difficult labors one finds it advisable 
to allow ample time for nature to take its 
course, to the end that the os becomes suf- 
ficiently dilated and a maximum degree of 
molding of the head enables engagement. 
Premature interference is a greater danger 
to the child than undue prolongation of 
labor, in most cases, and subjects the ma- 
ternal soft parts to greater liability to injury. 
It follows that exercise of conservatism, 
which is exceedingly desirable in these cases, 
may cause uterine exhaustion and requires 
the anticipation of, and the preparation for 
coping with, a postpartum hemorrhage. 
This complication should, however, be 
responsible for very few, if any, maternal 
deaths. Without assumption it may be 


stated that from the view-point of conserva- 
tion of maternal life postpartum hemor- 
rhage occupies, potentially, first rank in 
obstetrical prophylaxis. 

A certain number of hemorrhages can be 
avoided by proper management of labor. 

















While time is the most efficient factor in 
obstetrics labor is often allowed to become 
unreasonably prolonged through the over- 
sight of some minor abnormality. One 
which is not commonly emphasized is ab- 
normality of the bag of waters. 

A similar negative effect is produced by 
excessive liquor amnii, which tends to keep 
the presenting part floating, and the uterine 
muscle overdistended. Recognition of these 
minor abnormalities and their proper man- 
agement will shorten the duration of labor 
in these cases and thus prevent exhaustion 
of the uterus. Provided that the cervix is 
totally effaced and the os dilated to at least 
two fingers, delayed labor caused by ex- 
cessive liquor amnii may be favorably bene- 
fited by rupturing the amniotic sac. In the 
case of absence of liquor amnii the same 
procedure may be employed or a hydrostatic 
bag introduced. 

Although the administration of pituitary 
extract before the conclusion of the second 
stage is being discouraged of late and ex- 
tensive experience with this product has 
revealed its limitations and its capability to 
create unpleasant situations, when given at 
the wrong time or in excessive doses, it is 
difficult to overlook its advantages in well 
selected cases and in moderate doses. While 
one cc is usually given after the birth of 
the child, three-tenths cc should be the 
maximum dose during the second stage. 
The third stage has been found to be short- 
ened when pituitary extract is injected im- 
mediately after the birth of the child, but 
this seems to be true only in cases of normal 
third stage, for often it fails entirely to 
bring about the separation and expulsion of 
the placenta when the latter is pathologi- 
cally adherent or in the presence of true 
inertia uteri. The administration of pituitary 
extract at the end of the second stage of 
labor is, therefore, in a sense a test as to 
the probability of eventual spontaneous 
birth of the placenta. When the latter fails 
to come away thirty minutes after the injec- 
tion of one cc of pituitary extract of proved 
potency, it is an indication that the placenta 
remains adherent. In such event one will 
guide himself according to the amount of 
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bleeding. The fundus uteri should be held 
gently while the placenta is still attached. 
This is designed for the prevention of a 
large retroplacental hematoma or filling up 
of the uterine cavity with blood, but not to 
promote contraction of the uterus. Ahlfeld 
and those adhering to his rule do not at- 
tempt to aid expulsion of the placenta for 
a period of two hours, unless there is hem- 
orrhage. This seems an expenditure of time 
out of proportion to its benefits, as in many 
cases Credé expression becomes necessary 
in the end. A reasonable rule is that no 
expression be attempted until there is evi- 
dence of complete separation. Numerous 
signs of separation are described by various 
authors, the most dependable being: flat- 
tening of the fundus in the anteroposterior 
diameter ; a gush of blood from the uterus ; 
increased mobility with assumption of a 
globular shape by the fundus during the 
contraction period. Subjectively, the patient 
often complains of slight pain across the 
suprapubic region, and there is tenderness 
on pressure over the fundus. 

After expulsion of the placenta the 
fundus is held down firmly for from thirty 
to forty-five minutes, and is then left to its 
own resources for a probationary period of 
about ten minutes. At the end of this period 
the fundus is compressed in Credé fashion, 
and if any clots or an appreciable quantity 
of blood comes out it is a sign that the 
uterus is not yet capable of maintaining its 
retractab:lity and must be supported for 
another period of ten to twenty minutes, 
depending upon the quantity of blood ex- 
pressed. It is erroneously believed that a 
hard fundus precludes the probability of 
hemorrhage when as a matter of fact it 
often denotes free blood in the uterine 
cavity. 

Whenever there was persistent bleeding 
in spite of adoption of the measures out- 
lined above, and the amount of blood lost 
was considered as approaching the threshold 
of danger, resort was had to tamponade of 
the uterine cavity, cervix, and vaginal canal. 
In a number of cases, where there was 
procrastination in the belief that packing 
might be avoided, the patients went into 
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alarming shock and required considerable 
effort to bring them around. 

The simplest equipment found suitable 
and finally adopted for the performance of 
tamponade consisted of one glass tube 
twelve inches long, two inches in diameter, 
filled with a ten-yard gauze bandage, six 
inches wide; and a tubular uterine packer, 
one commonly known as rapid packer, 
half an inch in diameter, which will allow 
the passage of gauze of the width men- 
tioned. 

This system is preferable to other meth- 
ods because it renders the operation clean 
by preventing the gauze from coming in 
contact with the vagina. It causes the 
patient very little pain, requires no trained 
assistants, and can be employed without 
assistance in an emergency, and with the 
patient either across the bed, in the length- 
wise position, or on a table. The uterine 
cavity and vagina can be thoroughly tam- 
poned in this manner in a few minutes, and 
the employment of a single bandage renders 
unpacking easier. 

For successful packing by this method 
the precaution must be taken that the tube 
is guided into the uterine cavity proper 
before introducing the gauze, that each bite 
of gauze is not longer than two inches, and 
that fairly firm counter-pressure is exerted 
on the fundus, so as to render the gauze 
tight inside the cavity. It is also advisable 
prior to packing to scoop up all clots from 
the uterus manually, lest they cause severe 
after-pains, which should be relieved by 
codeine without disturbing the pack. 

When bleeding occurs while the placenta 
is still in utero, the obstetrician is con- 
fronted with a situation which demands 
much nicety of judgment. The first thing 
one does in such cases, assuming that an 
injection of pituitary extract has already 
been given, is to attempt to arrest the bleed- 
ing by compressing the uterus. In many 
cases this will suffice for a time until the 
placenta becomes completely detached and 
can be expressed. Compréssion of the 
aorta, a method much advocated of late, 
may be of special value in arresting hemor- 
rhage in cases of adherent placenta. 


When the hemorrhage continues in spite 
of the three measures—pituitrin, compres- 
sion of the aorta, and compression of the 
uterus—and if the placenta cannot be ex- 
pressed by the Credé method, one must 
prepare to remove the placenta manually ; 
and this must be performed before there 
is sufficient loss of blood to give rise to 
symptoms. 

In our series of hemorrhage cases the 
placenta was extracted manually in seven- 
teen cases, resulting in one case of phleg- 
masia alba dolens. 

The most important point in connection 
with the technique of manual removal, out- 
side of perfect asepsis, is that no particle 
of placenta be left behind. It is advisable, 
therefore, after the placenta has been ex- 
tracted, to reintroduce the hand and palpate 
systematically the whole surface of the 
uterine cavity. It is also advisable, espe- 
cially if the loss of blood has already been 
appreciable, to tampon the uterus there- 
after, since in many cases removal of the 
placenta is not sufficient to arrest the hem- 
orrhage. 





Skin Irritants. 


Lane (Boston Medical and Surgical 
Journal, July 20, 1922) under this title deals 
with irritant conditions resulting from con- 
tact with various substances and also with 
dermatoses incident to ingestion. He omits 
consideration of parasitic causes of sk.n 
reaction. -He notes that idiosyncrasy plays 
a great part in the development of these 
lesions. Considering dermatitis and derma- 
titis venenata, he includes under this gen- 
eral heading cases incident to plants; to 
medicinal applications; from occupation; 
from malingering ; and from acc:dent. 

Concerning plants he considers the com- 
mon ones, although there are other plants 
which may be equally efficient in producing 
skin eruption. Among them he refers to 
the primrose and narrates the case of a 
woman who suffered for several months 
from an erythematous eruption of the hands 
and face and occasionally developed tiny 
vesicles. Among other things she was car- 
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ing for a primrose, the throwing away of 
which was promptly followed by cure. He 
observes that these cases are promptly 
cured by an application of the well-known 
whitewash of carbolic acid, zinc oxide, and 
lime. He quotes Strickler to the effect that 
subcutaneous injections of the toxin de- 
rived from the plant bring marked relief, 
and also Schamberg, who uses tincture of 
rhus not only to cure the disease and 
shorten its course, but also to prevent its 
development. Bearing on medicinal appli- 
cations, he notes that scabies has been in- 
creasing in the last few years. The use of 
sulphur is often followed by intense irrita- 
tion of the skin, this dermatitis being at 
times obstinate to treatment, indeed as bad 
as the original parasitic infection. With the 
industrial cases of dermatitis he alludes in 
particular to the eruption on the forearms 
and hands of pressmen incident to ink and 
the means used for its removal. The use 
of lanolin and oil before going into the 
pressroom, and liquid soap and sawdust for 
cleansing purposes, prevented these erup- 
tions. 

The dermatitis affecting the hands of 
workers in rubber factories due to the use 
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of hexamethylenamine is prevented by dip- 
ping the exposed parts in saturated solu- 
tion of bicarbonate of sodium before going 
to work. 

The case is given of a man, thirty-five 
years old, who presented himself with a 
red, infiltrated, rather sharply defined 
patch on the anterior surface of the right 
thigh, giving a history of three different 
similar attacks appearing in much the same 
area, with intervals of clear skin between 
attacks. The source of the trouble was 
finally located in the match-box which the 
patient habitually carried in the right-hand 
trousers pocket. 

Lane further mentions dermatitis occur- 
ring in babies in the diaper area, commonly 
associated with the ammoniacal odor. Cooke 
is quoted to the effect that in the stools 
there may be a Gram-positive bacillus 
which has the property of fermenting urea 
and producing ammonia, with the resultant 
irritation on the buttocks, and that the soak- 
ing of the diaper at the last washing with 
mercury bichloride 1:5000, or boric acid 
1:20, and drying the diapers will leave 
enough of the antiseptic in the fabric to 
prevent this fermentation. 





Reviews 


DISEASES OF THE THYROID GLAND. By Arthur E. 
Hertzler, M.D., with a chapter on Hospital 
Management of Goitre Patients by Victor E. 
Chesky, A.B., M.D. Illustrated. The C. V. 
Moseby Company, St. Louis, 1922. Price $5. 
If any student or physician should ask 

us to recommend what we considered the 

best book upon diseases of the thyroid 
gland, it would certainly be this one, be- 
cause it is written in short, crisp sentences, 
easily understood, and in-entertaining style. 

Again, it shows great familiarity with 

the literature and is interspersed with in- 

numerable quotations from recognized 
authorities. The author constantly gives 


the results of his own experience and the 
conclusions which he has drawn therefrom. 


Furthermore the text impresses us as being 
reasonable. At no time is the reader left 
in a condition of mental uncertainty as to 
the views which the author would have 
him hold, and yet at no point in the book 
is the author so dogmatic that one is led to 
doubt his conclusions by reason of his 
dogmatism. 

There are 106 original illustrations, which 
are above the average in quality. 

The Preface tells us that while it is a new 
departure for a small country hospital to 
present to the profession the results of its 
studies of any particular disease, neverthe- 
less the very limitations which exist are in 
a way advantageous, since it is easier to 
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follow up patients, and to reach definite 
conclusions through a course of years, 
than it would be in some large city. 

The author’s views are based not only 
upon clinical experience as a surgeon, but 
also upon the microscopic examination of 
the various glands which he has removed. 
In the ten chapters of the book he deals 
with the etiology and pathogenesis of 
goitre, the normal and pathological anatomy 
of the thyroid gland, and the symptoma- 
tology of diseases of this gland; in chapter 
five he deals with prognosis in disease of 
the thyroid; and chapter six with goitre in 
unusual places. The seventh chapter is 
contributed by Dr. Chesky on the hospital 
management of these patients. The three 
remaining chapters deal with the treatment 
of the thyroid gland when diseased, as to 
rest, medication, and surgical interference. 
The final chapter is devoted to the technique 
of operations upon the thyroid gland, and 
this chapter is excellently illustrated. 

As an illustration of the clear views of 
the author, he has this to say in regard to 
the use of basal metabolism studies in these 
patients: In severe toxic cases, which are 
the ones in which studies would be most 
advantageous to the surgeon, excessive 
nervousness prevents a satisfactory test, or 
an attempt to carry out the test damages 
the patient. On the whole basal metabolism 
so far as the surgeon is concerned is in 
inverse ratio to the clinical experience of 
the operator. ‘A good laboratory man may 
be of much help to the inexperienced 
clinician, but to the experienced surgeon the 
aid is relatively little and a poor laboratory 
man is useless.” The author evidently has 
more confidence in the adrenalin test for 
hyperthyroidism than some others, empha- 
sizing the point that in the normal individ- 
ual the local reaction disappears in thirty to 
forty minutes, whereas in the toxic patients 
it lasts from one and a half to two and half 
hours. 

As we said at the beginning of this notice, 
the book is one which leads the reader from 
page to page and leaves him with the grati- 
fying sensation, after he has perused all 
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its pages, that he has definitely increased 
his scientific and practical knowledge in re- 
gard to this very important subject. 


ENDOCRINE GLANDS AND THE SYMPATHETIC Sys- 
TEM. By P. Lereboullet, P. Harvier, H. Car- 
rion, and A, G. Guillaume. Translated by F. 
Raoul Mason, with the collaboration of Daniel 
R. Ayres. J. B. Lippincott & Company, Phila- 
delphia, 1922. 

In well-spaced type and large print the 
American publishers have produced a vol- 
ume of 378 pages, including the index, 
upon this very important and still much 
befogged subject. The earliest interest in 
endocrinology, as applied to the diagnosis 
and treatment of disease, may well be said 
to have had its origin in France, and, 
therefore, the profession will be interested 
in a communication from well-known 
French authorities upon this ever broaden- 
ing subject. 

Naturally, any one who is enthusiastic 
enough to write a book upon endocrinology 
in these days is also enthusiastic enough to 
believe that many conditions are due to dis- 
orders of the endocrine glands, and that 
many can be relieved by administering such 
glands or even by their transplantation. We 
have yet to see a book upon this subject 
which is not marked by this enthusiasm, 
an enthusiasm, however, which has its 
advantages, in that it serves to institute 
further investigation, and which needs only 
to be controlled by the good sense of the 
more conservative members of the pro- 
fession. 

The book is largely devoted, indeed al- 
most entirely devoted, to the pathology of 
the various glands of internal secretion. 
When it comes, for example, to a consid- 
eration of the pathology of the mammary 
gland, it does not deal with morbid 
growths, but with mammary hypertrophy 
in both sexes. The same holds true in 


regard to other portions of the glandular 
system. 

As a result of this arrangement, the first 
315 pages of the book are devoted to the 
pathology of the endocrines, after a pre- 
liminary brief consideration of the normal 














and pathological anatomy and physiology 
of these organs. Part II, so-called, devotes 
22 pages to the pathology of the Greater 
Sympathetic, and also continues under the 
head of organotherapy a chapter of sixteen 
pages in which so-called pharmacological 
facts in regard to the influence of these 
glands on the body are discussed. 

It would not be correct, however, to leave 
the reader with the impression that the 
book deals with the morbid anatomy of 
these glands when stating that the greater 
part of it is devoted to their pathology. 
The term pathology is used very properly 
by these authors not to mean morbid 
anatomy as met with in the autopsy room, 
but with abnormal physiology—that is to 
say, the results of disordered function in 
living tissue—and for this reason the book 
contains a large number of clinical pictues 
showing the results of dystrophies, and 
might well have been entitled “Our Present 
Knowledge in Regard to Endocrinology.” 


MeEpIcAL DEPARTMENT, UNITED Fruit CoMPANy. 

Tenth Annual Report, 1921. 

This pamphlet of 110 pages is worthy of 
notice because it records the activities of a 
commercial concern in the maintenance of 
health and in the treatment of disease in 
those who are in its direct or indirect 
employ. It is copiously illustrated, showing 
the buildings and apparatus provided by 
the company, and it contains a list of no 
less than twenty-seven physicians and of 
about an equal number of registered nurses 
who are graduates of well-recognized 
schools or hospitals in the United States and 
even in England. No one who is interested 
in public health can afford to lose the oppor- 
tunity of perusing this Report, which deals 
with malarial fever, hemoglobinuric fever, 
smallpox or alastrim, typhoid, yellow fever, 
hookworm, bacillary dysentery, plague and 
venereal disease, and which represents the 
work of medical officers in New York, 
Havana, New Orleans, Costa Rica, Guate- 
mala, Jamaica, Panama, and other points of 
commercial as well as scientific interest of 
the United Fruit Company. 


The last few 
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pages include an excellent appendix with 
general recommendations of the medical 
department concerning sanitation and pre- 
vention of disease in the tropics. 


DISEASES OF THE SKIN. By Henry H. Hazen, 
A.B., M.D. Second edition, illustrated. C. V. 
Mosby Company, St. Louis, 1922. Price $7.50. 


The first edition of this book we believe 
appeared in 1915. Dr. Hazen is the Pro- 
fessor of Dermatology in the Medical De- 
partment of Georgetown University, Wash- 
ington. The volume takes its place, so far 
as its size is concerned, between the large 
exhaustive treatises like that of Stelwagon 
and the smaller handbooks dealing with 
this subject, containing, with its index, a 
little over 600 pages. Large type, well 
spaced, is used, which: makes the text easy 
of perusal. There are 241 illustrations and 
12 colored plates. The author does not at- 
tempt to quote a large number of refer- 
ences, although he by no means ignores the 
work of his colleagues in this line in med- 
icine, for frequent foot-notes indicating 
communications which he thinks are of 
direct or collateral value are given. The 
reader finds no difficulty in reaching a con- 
clusion as to what the author’s views are 
in regard to methods which are to be pur- 
sued, although we think more definite di- 
rections might have been given with ad- 
vantage to the general practitioner, at least 
as to minute details of treatment. Occa- 
sionally a typical prescription is inserted in 
the text. 

To those who wish a medium size work 
on this subject we can cordially commend 
this volume. 


ProcressiveE Mepicine. A Quarterly Digest of 
Advances, Discoveries and Improvements in 
the Medical and Surgical Sciences. Edited 
by H. A. Hare, M.D., LL.D., and assisted by 
L. F. Appleman, M.D. Lea & Febiger, Phila- 
delphia, 1922. ; 
The September issue of Progressive 

Medicine for 1922 contains, as in previous 

years, contributions by Edward P. Davis, 

Professor of Obstetrics in the Jefferson 


Medical College, upon the progress of 
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obstetrics during the preceding twelve 
months; another by O. H. P. Pepper, As- 
sistant Professor of Medicine in the Uni- 
versity of Pennsylvania, on diseases of the 
heart and blood-vessels; a résumé of the 
advances in therapeutics by H. R. M. 
Landis, Assistant Professor of Medicine 
in the University of Pennsylvania; Jay F. 
Schamberg contributes the summary upon 
dermatology and syphilis, which covers 
fifty pages; and last of all, William G. 
Spiller, Professor of Neurology in the 
University of Pennsylvania, presents a 
summary of important neurological papers 
during the preceding twelve months. 

It will be recalled that Progressive Med- 
icine is not a mere aggregation of clippings 
from journals, but that each collaborator 
provides a critical story of the advances in 
his department. 


Reports oF St. ANDREW'S INSTITUTE FoR CLINICAL 
ResearcH. By Henry Frowde. Hodder and 
Stoughton, London, 1922. Price $3. 

We need only remind our readers that 
the St. Andrew’s Institute is an institution 
under the command and direction of Sir 
James Mackenzie, who has done so much 
to advance our knowledge of cardiology. 

The present report, which is volume I, 
contains just 200 pages, and opens with an 
address on “Clinical Research” by Sir 
James. It is followed with an article by 
Dr. Rowand upon “The Present State of 
Medical Knowledge Regarding Medical 
Diseases Common Among the People,” and 
this in turn by another by Sir James upon 
the “Theory of Disturbed Reflexes in the 
Production of Symptoms.” Dr. Herring 
writes on “The Sensation of Reflex Mani- 
festations of Disease.” Mr. Paton writes 
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on “Case Taking Methods.” Dr. Rowand 
contributes another article upon “The St. 
Andrew’s Scheme for the Investigation of 
Disease in Children,” and there is a chap- 
ter upon “Prognosis” by Sir James Mac- 
kenzie. Mr. Orr writes upon “The Re- 
sponse to Effort,” and no less a well-known 
authority than Maitland Ramsey contrib- 
utes a paper upon “The Response of the 
Eye to Effort.” The volume closes with a 
“Clinical Study of Influenza” by Mr. 
Paton and with a “Description of Cutane- 
ous Sensations” by Dr. Waterson. 


THE PRINCIPLES AND PRAcTICE OF X-RAY TECH- 
NIQUE FOR DraGNosis. By John A. Metzger, 
M.D. The C. V. Mosby Company, St. Louis, 
1922. Price $2.75. 

The author of this book is Roentgen- 
ologist to the School for Graduates of 
Medicine, Medical Department, University 
of California, Los Angeles. He does not 
pretend to have presented an exhaustive 
volume, limiting himself, as his title indi- 
cates, to diagnostic measures, so that the 
text covers 137 pages. His desire has 
been to put in the hands of the student and 
operator a basis upon which he may start 
and maintain a true course, and for this 
reason a large number of illustrations are 
found throughout the volume. There is a 
useful glossary and index of electro-med- 
ical terms, and clear and definite directions 
are given as to the procedures which should 
be followed in using the x-ray for diagnos- 
tic purposes. Thus there are pictures 
showing how the x-rays are to be utilized 
in localizing foreign bodies in the eyeball, 
studying the condition of the teeth, in ex- 
aming the chest and abdomen, and investi- 
gating the intracranial contents. 

















